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Kriveekij, P.: Blindness and Its Causes (Die Blind- 
heit und ihre Ursache). Arch. oftalm., 1930, vii, 
152, 480. 

The most important of the statements and con- 
clusions made in this article are summarized briefly 
as follows: 

1. The causes of blindness must be studied on the 
basis of the anatomy of the eye. 

2. In the determination of the causes of blindness 
in both eyes which is not due to the same cause the 
disease of the eye which became blind last is generally 
held responsible. 

3. This is wrong. In the compilation of statistics 
on blindness in both eyes the causes responsible for 
the blindness in each eye should be considered sep- 
arately. 

4. Of 178,686 cases of primary eye diseases 
treated at the Hirschmann Eye Hospital in Charkow 
in the period from 1908 to 1926, 1,703 (0.95 per cent) 
were cases of incurable blindness in both eyes and 
4,864 (2.72 per cent) were cases of incurable blind- 
ness in one eye. 

5. These cases represented all types of blindness 
occurring in Russia. Unusual conditions were 
responsible for a marked increase in the incidence 
of blindness from trauma to the eyes in adult men 
and in boys and from trachoma, poisoning from 
methyl alcohol and raw whiskey, purulent ophthal- 
mia, scrofula, general starvation, and poor housing 
conditions. 

7. The danger of loss of sight was greatest be- 
tween the thirtieth and fiftieth year of age, the 
years of greatest efficiency, and from the sixth 
to the tenth year. 

8. Seven hundred and seventy-two of the pa- 
tients with blindness of both eyes were laborers 
and 614 were peasants. Of those with blindness in 
I eye, 1,942 were peasants and 1,025 were laborers. 
Four hundred and fifty-four children were blind 
in both eyes and 1,537 were blind in 1 eye. 
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9. The chief causes of blindness in both eyes in 
children under one year of age were purulent 
ophthalmia and congenital causes. Next in fre- 
quency were trachoma, trauma, and smallpox and 
other infectious diseases. The most common causes 
of blindness in 1 eye in children were purulent 
ophthalmia, injuries (especially from guns, fire- 
crackers, and toys), exanthemata, scrofula and other 
infectious diseases, and neoplasms. 

1o. The frequency of eye injuries in children and 
persons who manufacture or sell fireworks makes 
the question of forbidding such dangerous toys 
very important. 

x1. The high incidence of plindness following 
sympathetic ophthalmia is an indication of un- 
satisfactory prophylactic measures and medical 
advice. 

12. The chief causes of blindness in 1 or both 
eyes in adults are injuries to the eyes and the head. 
Next, in decreasing order of importance in the 
causation of blindness in both eyes are trachoma, 
syphilis, intoxications, scrofula, tuberculosis, glau- 
coma, and smallpox and other infectious diseases, 
and as in the causation of blindness in 1 eye, 
trachoma, purulent ophthalmia, smallpox, scrofula, 
tuberculosis, and other infectious diseases, and 
glaucoma. 

13. In males, blindness is due most frequently 
to injuries, syphilis, or poisoning, whereas in females 
it is due most frequently to trachoma, glaucoma, 
scrofula, or tuberculosis. 

15. Sixty-eight per cent of cases of unilateral 
blindness and 70 per cent of cases of bilateral blind- 
ness can be cured. 

17. The Ukraine has been active in its care of 
the blind. As in Germany, the blind are placed in 
certain industries where they are able to work with 
great success. Moreover, they are admitted to the 
general educational schools and the professional 
and graduate schools free of charge, and unions of 
the blind in special work communals and in cor- 
porations have been created. A. E. GoLpreper (0). 
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Colley, T.: Tumors of the Lachrymal Gland. Brit. 
J. Ophth., 1931, Xv, 305. 

The author reports the case of a thirty-seven- 
year-old woman with a tumor in the outer portion 
of the upper lid, proptosis, diplopia, keratitis, optic 
atrophy, and reduction of vision to light perception. 
The tumor extended 35 mm. into the orbit. It was 
easily removed. As it was encapsulated, exentera- 
tion was not done. Within a few months after the 
operation, vision improved remarkably. 

Vircit Wescott, M.D. 


Pellathy, B. von, and Schneider, K.: The Treat- 
ment of Conjunctival and Corneal Inflamma- 
tions, Especially Trachoma, with Sodium 
Bicarbonate on the Basis of Studies of the 
Hydrogen-Ion Concentration of the Conjunc- 
tival Secretions (Behandlung von Bindehaut- und 
Hornhautentzuendungen, besonders von Trachom, 
mit Natrium hydrocarbonicum auf Grund von 
Untersuchungen ueber den pH-Wert des Conjunc- 
tivalsekretes). Klin. Monatsbl. f. Augenh., 1930, 
Ixxxv, 774. 

In determinations of the hydrogen-ion concentra- 
tion of the conjunctival secretion in normal and 
inflamed eyes the authors regularly found a decided 
increase in acidity in the presence of inflammation. 
However, this increase was not so pronounced as 
that noted by Oguchi. In some cases, in agreement 
with the findings of Miyashita in serpiginous ulcer 
of the cornea, the alkalinity in the normal eye was 
also decreased. 

As the authors’ studies demonstrated a shifting of 
the reaction of the conjunctival secretion and of the 
tissues in the direction of acidification, an attempt 
was made to induce healing by alkalinization. In- 
jections of a 1 per cent solution of sodium bicar- 
bonate caused considerable discomfort. Therefore 
sodium carbonate in powder form was used, as 
suggested by Horay. The preparations employed 
were drops of a 5 to 8 per cent solution, an 8 per cent 
salve, and wet dressings of a 2 to 3 per cent solution. 
In all cases the treatment proved harmless. A marked 
influence on the disease process was obtained in a 
large number of cases, particularly in trachoma and 
complications involving the cornea. Following in- 
stillations, the alkalinization of the secretions lasted 
for less than a minute, and after the use of powder 
and salves it lasted only twenty minutes. Frequent 
renewal of the dressings is therefore necessary. It is 
very doubtful whether alkalinization of the tissues 
is obtained. MEESMANN (0). 


Tiscornia, A.: Keloid Staphyloma (Estafiloma quel- 
oideo). Rev. med. Lat.-Am., 1931, xvi, 428. 


The author reports a case of keloid staphyloma 
which occurred in a boy sixteen months old and was 
therefore of extremely rapid evolution. He has 
found no reference in the literature to a thickening 
of the cornea as great as that observed in this case. 
The degree of the thickening and the color, form, and 
evolution of the condition suggested the initial diag- 
nosis of dermofibroma. 


INTERNATIONAL ABSTRACT OF SURGERY 


The boy’s mother stated that four days after the 
child’s birth, which was normal, a suppurative 
process developed in the right eye and a few days 
later a similar process appeared in the left eye. She 
applied collyria. After a day or two, when the hoy 
could open his eyes, she noticed a whitish spot in the 
right cornea and a smaller opacity in the left cornea. 
The attending specialist found that the child was 
blind in the right eye. The collyria were discon- 
tinued. After a few months the opacities became 
darker and the right eye more and more prominent. 
The author first saw the boy at the age of sixteen 
months. The right palpebral fissure was then almost 
entirely occupied by a rounded, projecting tumor 
which, in color and form, resembled a small potato. 
This tumor was implanted on the cornea and joined 
to the limbus. The sclerotica was very thin, dis- 
tended, and slightly bluish (as in staphyloma). The 
characteristic which most attracted attention and 
impeded diagnosis was the color of the tumor as a 
whole—a dull brown—which prevented examination 
of the anterior chamber and iris. In the left eve the 
symptoms were more or less the same although !ecss 
pronounced. 

Enucleation was advised, but refused. When the 
patient was re-examined some time later, the tumors 
in both eyes were yellowish-white and more like 
staphyloma, but atypical because of the enormous 
thickening of the walls. In the right eye the central 
portion of the tumor was ulcerated irregularly and 
numerous projecting bits of tissue were immersed in 
seropurulent fluid. The condition in the left eye was 
still more suggestive of staphyloma. Although no 
scars could be seen in the iris, a number of blood ves- 
sels extended from the limbus to the corneal center, 
demonstrating the evolution of the inflammatory 
process. Enucleation of the right eye was done under 
chloroform anesthesia and the diagnosis of staph- 
yloma was confirmed by histological examination. 

The cornea was found to be enlarged to a thick- 
ness of more than 1 cm. The anterior chamber was 
covered by the iris which, very thin, had ruptured at 
many points and was adherent to the posterior sur- 
face of the cornea. There had been no displacement 
of the crystalline lens by the intra-ocular pressure, 
such as occurs in almost all staphylomata secondary 
to lesions of the cornea. The tumor had developed at 
the expense of the corneal tissue itself. 

In Tiscornia’s opinion the neoplasm cannot be 
considered a congenital staphyloma as there was an 
initial suppurative process and the history indicated 
that before the formation of the tumor there had 
been a leukoma of the cornea. This theory is sup- 
ported also by the histological character of the 
specimens. MArGUERITE P. SLOAN 


VarSavskij, J.: Intracapsular Cataract Operations 
by the Stanculeanu-Toeroek Method (Ueber 
intrakapsulaere Staroperation nach Stanculeanu 
Toeroek). Russk. oftalm. Z., 1930, xii, 494. 


The author reviews twenty cataract extractions 
done by the original method of Stanculeanu. 1 huis 
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method was abandoned because the expression of 
the dislocated lens was difficult. The postoperative 
course was smoother, but the end-result was no bet- 
ter than that of extracapsular extraction. There- 
fore the advantages of the procedure did not coun- 
terbalance the danger of complications. Follow- 
ing the publications of Elschnig, the Stanculeanu- 
Tocroek technique with the Elschnig suture and 
retrobulbar injection was used in eighty-one cases. 
The pupil was dilated by subconjunctival injec- 
tions of adrenalin. In the cases of restless pa- 
tients, luminal was used. As the retrobulbar injec- 
tions sometimes caused marked hypotonia, they 
were abandoned. The Liegard suture of the cornea 
was substituted for the suture of the conjunctiva 
and the large conjunctival flaps because the latter 
interfered with the view. Removal of the cataract 
was done as described by Elschnig. Instead of the 
“root” incision of the iris, a Pflueger-Hess peripheral 
iridectomy was done after the suture of the cornea 
had been knotted. In 31 per cent of the cases com- 
bined extraction was done. 

Of a total of eighty-one cases, the result was good 
in forty-eight, fair in eighteen, and poor in fifteen. 
The conditions were most favorable in the immature 
forms of cataract. Removal was followed by a good 
result in 75 per cent and by a poor result in only 
g per cent. In three swollen cataracts the capsule 
could not be grasped or it burst in the chamber. 
Of five traumatic cataracts, three were grasped 
within the capsule after iridectomy and two were 
normally removed after rupture of the capsule. 

Of the forty-eight cases with a good result, pro- 
lapse of the vitreous occurred in four, hernia of the 
vitreous in nineteen, prolapse of the iris in three, 
excentric pupil in five, and iritis in two. 

Of the eighteen cases with fair results, prolapse 
of the vitreous occurred in two, hernia of the vit- 
reous in two, and iritis in four. 

Of the fifteen cases with poor results, iritis oc- 
curred in only one. : 

That unfamiliarity with the technique was respon- 
sible for the frequent loss of vitreous is evident from 
the fact that in the last thirty to thirty-five cases 
there were no complications. The incidence of pro- 
lapse of the iris was the same as in delivery outside 
of the capsule (4 per cent); in one case the patient 
himself was to blame. Of the cases of iritis, only two, 
in which remnants of the cortical layer remained 
were serious and followed by a marked decrease of 
vision. In 26 per cent, the slit-lamp showed either a 
tear of the hyaloid membrane or hernia and cloudi- 
ness of the vitreous humor. To these conditions the 
author attributes the not completely satisfactory re- 
sults as regards vision. The visual results were de- 
termined from ten to fourteen days after the opera- 
tion; therefore later improvement was possible. 

The author believes that the Stanculeanu-Toeroek 
extraction will be the operation of the future, but 
must be done only by specialists. It is indicated 
especially for immature senile cataracts, complete 
cataracts, atrophic and hypermature cataracts with 
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a thickened capsule, lamellar and nuclear cataracts, 
and similar forms in youth. It is indicated condi- 
tionally for mature senile cataracts, but is contra- 
indicated in the “swollen” form with a tense capsule. 
G. Braun (QO). 


Ellett, E. C.: Retinal Detachment: A Review of 
a Recent Literature. Arch. Ophih., 1931, v, 
7°4- 

Gonin attributes retinal detachment to dissection 
of the retina from the pigmentary layer by the pas- 
sage of vitreous through a retinal tear. He recom- 
mends sealing the tear by the introduction of a 
galvanocautery point through a scleral incision. 

Sourdille believes that retinal tears are not the 
causative factor. He therefore makes no effort to 
localize them exactly. He evacuates the subretinal 
fluid by multiple punctures deep enough to penetrate 
the retina and then produces an inflammatory re- 
action sufficient to seal the separated elements 
together by the subconjunctival injection of a 
1:1000 solution of mercuric cyanide or by cauteriza- 
tion. After this treatment the patient is immobilized 
in bed for several weeks with the detachment in a 
dependent position. SAMUEL A. Durr. M.D. 


Bruce, G. M.: Retinoblastoma: Its Recognition 
When the Fundus Oculi is Obscured. Arch. 
Ophth., 1931, v, 890. 

In the case of a child whose fundus is obscured, 
late retinoblastoma is suggested by the following 
signs: invasion of the iris, pseudohypopyon, glau- 
coma or buphthalmos, shrinkage of the globe which 
may be accompanied by perforation, and intra- 
ocular hemorrhage with or without blood staining 
of the cornea. The author reports an_ illustra- 
tive case. SAMUEL A. Durr, M.D. 


Biemond, A.: Experimental Anatomical Investiga- 
tions on the Corticofugal Optic Anastomoses in 
Rabbits and Monkeys (Experimentell-anatomische 
Untersuchungen ueber die corticofugalen optischen 
Verbindungen bei Kaninchen und Affen). Zéschr. f. 
Neur., 1930, CXxix, 65. 

In the brains of seven monkeys and two rabbits 
treated by the Marchi method there was found, 
from twelve to eighteen days after a unilateral 
operative lesion of the area striata, an extensive 
secondary degeneration, not only in the homolateral 
strata sagittalia and the homolateral corpus quadri- 
geminum anterius, but also in the homolateral 
corpus geniculatum externum. The demonstration 
of such degenerations points with certainty to the 
existence of a corticofugal optic anastomosis in addi- 
tion to the corticopetal anastomosis of the area striata 
with the corpus geniculatum externum. This type of 
anastomosis was first demonstrated by von Monakow 
in 1889, but was forgotten. Later, Pobst, Bouman, 
and Brouwer again called attention to it. 

From the facts presented in this article it appeart 
very probable not only that every retinal quadrans 
has its special projection on the cortex, but also 
that every portion of the external geniculate body 
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corresponding to a quadrant of the retina can be 
influenced in a corticofugal direction by its own 
corresponding cortical area of projection. This 
statement applies also to the macula. With regard 
to the cortical relationships of the corpus quadri- 
geminum anterius it is noteworthy that in the 
monkeys with lesions of the area striata the sec- 
ondary degeneration was constantly localized in the 
dorsal portion of the brachium conjunctivum, in 
sharp contrast to the ventral localization of the 
Marchi bundles after destruction of portions of the 
retina. With regard to the pulvinar, the relationships 
seem to be such that the corticofugal anastomosis 
with the corpus quadrigeminum anterius probably 
only takes its course through the pulvinar without 
giving off any fibers to this ganglion. It appeared 
also that the Marchi bundles were always localized 
in the middle layer of the stratum sagittale internum. 
Since, according to the author’s theory, the cortico- 
petal macular fibers course at the same level in the 
stratum sagittale externum, it appears that in the 
strata sagittalia also the arrangement is the same 
in the corticofugal system as in the corticopetal, 
since in the area striata lesions the projection area 
of the macula was destroyed. The position of cortico- 
petal fibers in the “temporal knee” of the optic 
radiation as described by Flechsig becomes doubtful. 

There are, moreover, in Java apes a fronto- 
parietal and a parietofrontal fasciculus and a 
temporoparietal and an occipitoparietal fasciculus. 
Otherwise there appear to be no uninterrupted anas- 
tomoses between the different cerebral convolutions. 
In the monkeys studied the degenerating fibers of 
the pons passing over to the crossed hemisphere in 
lesions of the area striata never reached the occipital 
pole, but gradually exhausted themselves quite a 
distance from it. Repeatedly some of the fibers 
mentioned separated themselves out to disappear in 
the strata sagittalia and could be traced no further. 

In conclusion, the author discusses the following 
hypothesis as to the function of the corticofugal 
tracts passing from the area striata to the external 
geniculate body: 

Psychophysiological considerations demand the 
possibility of an influence of optic memory pictures 
upon the actual picture in the area striata and also 
upon parts of the latter, in either a strengthening 
or a’ weakening sense. One can then imagine the 
transition from vision to perception as follows: 

The optical picture is projected upon the area 
striata. Associations, especially with similar or re- 
lated memory pictures, result. If the similarity is 
to become an identification, certain details must 
undergo a slight alteration in a positive or a negative 
sense. This strengthening or inhibiting influence 
is exerted over the motor cells in the deeper layers 
of the area striata upon the external geniculate body 
and every individual part of the latter. All of this, 
of course, is related only to perception. As soon as 
any kind of associations are combined with the 
picture seen (perception in the psychological sense), 
it is evident that the stimulus has spread along the 
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association tracts over the rest of the cerebral 
cortex. 

This hypothesis ought to give an acceptable ex- 
planation for the two chief findings in this work, 
namely, that the corticofugal optical projection 
proceeds only from the area striata, and that this 
projection has a localization corresponding to that 
of the corticopetal. It explains also the so-called 
hemianopic weakness of attention first describe: 
by Oppenheim and later explained by Poppelreuter 
on the basis of tachistoscopic investigations. 

R. A. PFEIFER (0), 


EAR 


Meyer, M.: Inflammatory Diseases of the Mid- 
die Ear. I. The Pathological Anatomy of 
Spontaneous and Experimental Inflammatory 
Changes in the Middle Ear of the Ape, and a 
Few General Remarks on the Structure of the 
Simian Middle Ear (Ueber die entzuendlichen 
Erkrankungen des Mittelohres. I. Zur pathologi- 
schen Anatomie spontaner und experimenteller eit- 
zuendlicher Mittelohrveraenderungen bei Affen, mit 
einigen allgemeinen Vorbemerkungen ueber den 
Bau des Affenmittelohres). Ziéschr. f. Laryngo/., 
Rhinol., 1931, Xx, 89. 

The author reports studies of the middle ear of the 
ape, especially the macasus rhesus and the hamadryas 
(baboon), in which species the anatomical conditions 
resemble very closely those in man. Inflammatory 
reactions were induced experimentally by thre 
methods: (1) the injection of chemicals (oil of tu: 
pentine, a 2 per cent solution of cantharides in 
chloroform) or of bacterial preparations (staph, 
lococcus and colon bacilli which had been passed 
several times through experimental animals, and 
streptococci) through the apparently insensitive 
drum membrane; (2) injections of these substances 
through the extremely thin corticalis of the mastoid 
process or directly through openings chiseled in the 
mastoid process; and (3) injections of these sub 
stances through the eustachian tube following pre 
liminary splitting of the soft palate. All of these 
methods were successful except the injection of 
streptococci through the eustachian tube, and the 
failure of the latter procedure may have been due to 
mere chance. 

The clinical study of the process was hampered by 
the long narrow external auditory meatus. In spite 
of the use of specially constructed specula, the drum 
membrane could not be seen clearly. Therefore in 
future experiments a preliminary operation will be 
done to shorten and widen the external meatus. 

Even when the chemical irritant was applied onl 
once and for only a short time to a single small, 
closely delimited area, the entire system of inter- 
connected cavities became inflamed. When tlic 
bacterial irritants were employed, the process wi 
much more pronounced. However, the products 0 
inflammation were not produced uniformly throug!:- 
out the system of cavities, nor were they most pro 
nounced in the areas about the spot where the irritant 
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was applied. In the catarrhal (chemical) as well as 
the purulent (bacterial) inflammatory reactions the 
inflammation was milder and less purulent about the 
spot of application of the irritant than in the more 
distant middle ear cavity. 

The process of organization had begun by the 
seventh day. In one case a chronic or recurring 
otitis media resulted in connective tissue formation 
with extensive adhesions and ossification ending in 
ankylosis of the stapes and occlusion of the fenestra 
rotunda. In one case a cholesteatoma-like structure 
was found. F. GrossMANN (H). 


Ormerod, F. C.: Tuberculous Disease of the Middle 
Ear. Proc. Roy. Soc. Med., Lond., 1931, xxiv, 953- 
J. Laryngol. & Otol., 1931, xlvi, 449. 


Mastoiditis may develop in the first month of 
life and result in necrosis of bone around the 
antrum before there is much development of the 
process. Facial paralysis is considerably more 
common in children than in adults, and appears to 
be due to pressure from granulation tissue. The 
formation of granulation tissue is very marked, and 
healing after a mastoid operation is very slow. 
In most cases it is necessary to perform the com- 
plete radical operation before healing can be ob- 
tained. Aural tuberculosis is more active and much 
more likely to spread to the mastoid process, other 
parts of the temporal bone, and the meninges in 
children than in adults. James C. BRASWELL, M.D. 


Thomson, Sir St. C.: Tuberculosis of the Middle 
Ear As Met With in Adults in a Sanatorium. 
Proc. Roy. Soc. Med., Lond., 1931, xxiv, 959. 
J. Laryngol. & Otol., 1931, xlvi, 460. 


Involvement of the middle ear is a comparatively 
rare complication of tuberculosis. It occurs in less 
that 2 per cent of cases admitted to a sanatorium. 
The painless onset of a scanty, thick otorrhoea and 
marked deafness in an adult should suggest the con- 
dition. Tubercle bacilli can be detected in the aural 
discharge in only a minority of the cases. Confir- 
mation of a provisional diagnosis should be sought 
in a careful general examination, the sputum, the 
temperature, and X-ray examination. 

This form of otitis media is best treated in a sana- 
torium where, in addition to general care, the patient 
can have the benefit of artificial pneumothorax, 
phrenic avulsion, or thoracoplasty, which have 
proved beneficial in tuberculosis of the larynx. 

Active local measures are rarely called for and 
may be disastrous because the complication indicates 
a severe general infection with a grave prognosis. 

James C. BraAsweELt, M.D. 


Taylor, H. K.: The Roentgen Findings in Suppura- 
tion of the Petrous Apex. Amn. Otol., Rhinol. & 
Laryngol., 1931, xl, 367. 

In suppuration of the petrous pyramid exclusive 
of labyrinthitis, the most valuable information ob- 
tained on roentgen examination is yielded by a base 
plate (inferosuperior projection) of the head. By 
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this projection, pneumatization of the petrosa, 
changes in aération, and pathological changes can 
be visualized. 

Operative interference is indicated when positive 
roentgen findings are observed in cases presenting 
clinical symptoms suggesting petrous pyramid sup- 
puration. Taylor believes it is advisable to roent- 
genograph the petrous portion of the temporal bone 
in every case of acute aural infection and in every 
case of protracted aural discharge. 

Nine cases of suppuration of the petrous apex 
are reported. GeEorGE R. McAuttrr, M.D. 


NOSE AND SINUSES 


Kemler, J. I.: Implantation of Ivory in Ozzna: 
Approved Technique; Further Observations. 
Arch. Otolaryngol., 1931, xiii, 726. 

The technique described by Kemler consists of the 
implantation of a piece of ivory into the floor of the 
nose after elevation of the mucosa. The periosteum is 
raised to the sharp ridge of the piriform aperture and 
the floor of the nose slowly and carefully elevated 
until a deep and wide pocket is obtained. The eleva- 
tion is extended onto the septum as well as the lateral 
wall of the nose. Care is taken to prevent tearing. 
The greatest difficulty is encountered at the ridge, 
which is higher than the floor. As the floor of the 
nose is approached the elevator is depressed. The 
largest suitable piece of ivory, which has been boiled 
for ten minutes, is introduced. It should fit loosely. 
The wound is closed with silk sutures, and a dry piece 
of gauze then placed in the nose. 

After the operation the patient is kept in bed and 
an ice bag is applied to the side of the face. There is 
usually some swelling and discoloration, and the 
temperature may rise to 100 degrees F. The benefi- 
cial effects from the constant irritation of the implant 
and the narrowing of the nasal chamber become 
apparent immediately. 

Experience has shown that narrowing of the nasal 
chamber with stimulation of the mucosa relieves the 
most distressing symptoms of ozena, namely, foetor, 
headache, and the formation of large crusts. 

In the author’s cases treated by the procedure 
described there has been no extrusion of the implant 
except in one instance in which the ivory was not 
sufficiently smoothed down. In all cases in which the 
ivory was implanted in the septum it became ex- 
truded after a shorter or longer period of time. 

In cases of marked deflection of the septum the 
septum is fractured to the midline and implants are 
placed in one or both sides of the nose. 

Joun F. Deru, M.D. 


MOUTH 


Martin, J. M.: Radiation Therapy in the Treat- 
ment of Cancer of the Mouth and Lips. Radi- 
ology, 1931, xvi, 881. 


Martin reports the results obtained after from 
five to ten years in 119 cases of carcinoma of the 
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lower lip which were treated with roentgen rays 
alone. He does not state that the diagnoses were 
proved by biopsy. Eighty-seven per cent of the 
patients were well after five years. The roentgen- 
ray dosage is difficult to estimate as it is not ex- 
pressed in R units. A single exposure to the primary 
lip lesion consisted of “slightly less than 2 minimal 
erythema doses.” This dosage was repeated every 
other day for from 4 to 6 exposures. Heavier dosages 
were reserved for the treatment of the neck. 

In the treatment of cancer of the mouth, the 
author implants radium-containing platinum needles 
in the growth and leaves them in situ for seven or 
eight days. The dosage is calculated on the basis 
of the destruction of 1 c.cm. of cancer tissue by a 
centimeter length of needle. While Martin has not 
used this technique long enough to be able to re- 
port statistics, his results have been so favorable 
that he believes he is obtaining a cure in a high per- 
centage of cases. C. D. HAaGENSEN, M.D. 


Rosenthal, W.: The Pathology and Treatment of 
Defects of the Palate (Pathologie und Therapie 
der Gaumendefekte). Fortschr. d. Zahnh., 1930, vi, 
953- 

According to Veau, heredity plays an important 
réle in the development of cleft formation. Harelip 
and cleft palate are very frequently unilateral and 
occur more often on the left than the right side. 
Eighty-one per cent of Veau’s 400 patients had uni- 
lateral harelip or cleft palate. In 33 per cent the 
condition was unilateral and incomplete, in 48 per 
cent unilateral and complete, in 7 per cent bilateral 
and incomplete, and in 12 per cent bilateral and 
complete. Frequently the malformation appears in 
only the first child of the family. 

The author reports a case of congenital, peduncu- 
lated tumor, the size of a fist, which was firmly 
attached to the dorsum of the tongue. The micro- 
scopic findings indicated that the tumor arose from a 
tying-off of the submaxillary duct. The cause of the 
neoplasm was found to be a wide cleft of the soft 
palate which involved a part of the hard palate. A 
roentgenogram is shown. 

In operating for harelip, the author sutures the lip 
by Veau’s procedure so that the skin, the muscula- 
ture, and the mucous membrane are united separate- 
ly without any sacrifice of tissue and with minimal 
tension. In the most frequent form of unilateral 
complete harelip and cleft palate, the floor of the 
nose is reconstructed before the cleft in the lip is 
closed. The reconstruction of the nasal floor by flap 
formation from the septum is shown in 2 sketches. 
The intermaxillary bone must not be removed. The 
reposition of the vomer is best carried out by the 
Reich-Matti and Trundt method. The lip is sutured 
in layers according to the procedure of Hagentorn 
and Hertel. In the suturing of a cleft palate, Veau’s 
method is followed. In retrotransposition of the 
palate the size and development are first determined 
by means of roentgenograms in order that a function 
disturbing defect in the anterior cleft region may not 
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be caused by the backward displacement. The blood 
supply and innervation of the palate and the opera- 
tive procedure according to the Limberg method 
with separation of the bone spicules situated behind 
the foramen palatinum are shown in illustrations, 
carefully folded pad of iodoform gauze is pressed 
against the surface of the palate after its repair and 
the palate further protected by a bronze wire fast 
ened to the teeth. Closure of the fissure and sta- 
phyloplasty are described with the aid of roentgeno- 
grams. 

Education in speech is of great importance. The 
time at which it should be started varies from case 
to case. Dental after-treatment must not be neg- 
lected. The phonetic results must be judged with 
consideration of the demands of the language of the 
country and its dialects. Noises which do not belong 
to normal speech and false formation of sounds 
demand careful study and require secondary opera- 
tions or orthodontic procedures for their correction. 

KAERGER (Z). 


Peyton, W. T.: The Dimensions and Growth of the 
Palate in the Normal Infant and in the Infant 
with Gross Maldevelopment of the Upper Lip 
and Palate: A Quantitative Study. Arch. Sur;., 
1931, XXli, 704. 

Alkan measured the width and length of the hard 
palate with calipers and calculated the height in a 
series of 35 infants from one to nine days of age. 
The average measurements were: width, 2.7 cm., 
length, 3.2 cm., and height, 1.2 cm. Denzer obtained 
the following average measurements of palates of 
children under one year of age: width, 30.9 mm., 
and height, 8.79 mm. These were obtained by 
measuring dental casts made from impressions of the 
palates. In 514 persons over fifteen years of age, 
Buser found the width at the first molar to be 35.5 
mm. Franke found the length of the palate to be 
26.8 mm. at birth and 52.8 mm. in the adult. 

Studies of the growth and amount and disposition 
of tissue in the cleft palate are meagre. It was 
claimed by Brophy and others that, with rare excep- 
tions, children with malformed palates have the 
normal amount of tissue in the palate. It is gen- 
erally believed, however, that there is a deficiency 
of tissue in the cleft palate. Keith found that in 
cleft palate in the adult the bony parts were from 10 
to 15 mm. less than normal, whereas in cleft palate 
in newborn children the deficiency did not exceed 3 
mm. on each side. According to Winternitz, th« 
halves of the cleft palate are rudimentary and their 
relative growth is not in proportion to the growth oi 
the oropharyngeal cavity. Hence, in later years 
the cleft is not only wider, but the lack of develop 
ment results in a relatively short soft palate and is 
the cause of poor speaking function after repair. 

The author made careful measurements of 2 
groups of children. The first group was made up o/ 
gt normal children (51 females and 40 males 
ranging in age from a newborn (premature) infant 
to a child three hundred and sixty-two days old 





SURGERY OF THE 


and varying in length (crown to heel) from 45.7 to 
75.7 cm. The second group included 26 abnormal 
children (6 females and 20 males) ranging in age 
from a premature infant to a child four hundred and 
twenty-five days old and varying in length from 
47-5 cm. to 75.1 cm. 

‘The size of the head and the surface width of the 
palate were found to be approximately the same in 
the 2 groups, but there was a significant difference in 
the widest transverse diameter of the normal and 
the cleft palates. During the period of growth in- 
cluded in the study, the normal palates showed an 
increase in width of approximately 6 mm. whereas 
the cleft palates showed no increase in width. 

The cleft palates were definitely higher than the 
normal palates although there was a 1-mm. increase 
in the height of the normal palates during the period 
studied and no increase in the height of the cleft 
palates. 

There was no essential difference in the length of 
the alveolar process in the 2 groups, but during the 
period studied there was a 5-mm. increase in the 
length of the alveolar arc of the normal palates and 
a similar, if not slightly greater, increase in the al- 
veolar arc of the cleft palates. 

The width of the cleft became smaller during the 
period of observation, the decrease being approxi- 
mately 4 mm. This decrease was probably due to 
the growth of the tissues toward the midline. 

Congenital malformations of the upper lip and 
palate are more common in boys than in girls and 
occur more frequently on the left than the right side. 

WItiiAM G. Hamm, M.D. 


Nicolas, G.: Tuberculosis of the Tongue. Swiss 
Statistics for the Last Ten Years (Die Tuber- 
culose der Zunge. Schweizerische Sammelstatistik 
aus den letzten 10 Jahren). Deutsche Zischr. f. 
Chir., 1930, ccxxvi, 46. 

Tuberculosis of the tongue is relatively rare. Only 
about 400 cases have been reported. Exact figures 
are difficult to obtain. Among the 60,000 cases of 
tuberculosis in Switzerland in the last ten years there 
were 26 recognized cases of tuberculosis of the tongue. 
Amrein found involvement of the tongue in only 5 of 
22,000 cases of tuberculosis. The incidence of 
tuberculosis of the tongue given in the literature 
ranges from 0.14 to 3.75 per cent. The condition 
occurs usually between the ages of twenty-five and 
fifty-five years. It is especially frequent in the 
twenty-eighth, thirty-sixth, and fiftieth years of life, 
but reaches its maximum incidence in the forty-first 
year. The left half of the tongue is more frequently 
involved than the right, and a lateral border oftener 
than the point. Next, in decreasing frequency of 
involvement, are the dorsal surface, the ventral sur- 
face, and the base. According to some statistics, 
about 80 per cent of the subjects are men. 

With regard to the portal of entry of the infection, 
the author makes only general statements which 
apply as well to other localizations of the infection. 
Theoretically, there may be some relation of the 
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tongue involvement to the flora of the mouth. The 
infrequency of lingual involvement is thought to be 
explained in part by the fact that the tongue is a 
muscular structure and tubercle bacilli do not readily 
attack muscle tissue. It is due also to the rich blood 
supply and the mobility of the tongue and the con- 
stant cleansing effect upon it of the saliva. 

Primary tuberculosis of the tongue without clinical 
signs of the disease elsewhere is especially rare. 
Primary exogenic infection produces tuberculosis, 
abscess, or ulcer. Ulcer is the most common. Spon- 
taneous healing is possible. Primary invasion usually 
takes place on or at the base of the tongue. 
Lingual localization in a case of generalized tuber- 
culous infection appears as a miliary dissemination of 
a progressive character (miliary tubercle, tubercu- 
loma, verrucous papilloma, lupus) or of a regressive 
character (cold abscess, tuberculous fissure, ulcus 
tuberculosum). As a rule several of these forms are 
present simultaneously. The tuberculous nodules 
usually appear closely grouped and ulcerate with 
slight provocation, new crops appearing on the edge 
of the patch. The prognosis is unfavorable; opera- 
tion will not help or is impossible. 

Tuberculoma is usually isolated. As a rule it 
shows central caseation, abscess formation, and ulcer 
formation. It is difficult to differentiate from the 
harder and more elastic forms of fibroma and the 
more resistant forms of carcinoma. However, when 
it is ulcerated it does not bleed like cancer. Swelling 
of the glands is slight, and pain is rare. The diagno- 
sis is based on histological examination. 

Verrucous papilloma is exceedingly rare; only 5 
cases are on record. It seems to occur only between 
the forty-fifth and fiftieth years. It is a pinkish 
tumor made up of prominent villi and showing a 
grooved border. It is usually found at the base of the 
tongue. Ulceration is absent and swelling of the 
glands is rare. Excision usually results in cure. 

Lupus is rare in the tongue. Cold abscess causes 
little trouble until the tension becomes high or there 
is interference with swallowing and speech. Tubercle 
bacilli will not be found in the pus and only rarely 
are discovered in the walls of the abscess. Rupture of 
the abscess results in an ulcer or fistula or a sudden 
generalized infection. 

The tuberculous fissure is merely a variation of 
ulcer. The ulcer is the middle or the end stage of the 
other disease forms. It appears in solitary or mul- 
tiple form. The differential diagnosis is diilicult. 

In his discussion of the treatment of lingual tuber- 
culosis the author merely reviews the methods which 
are generally employed. Those used most frequently 
are excision and cauterization. Specut (H). 


PHARYNX 
Keen, J. A.: Abnormal Hemorrhage After the Ton- 
sil and Adenoid Operation. J. Laryngol. & Otol., 
1931, xlvi, 297. 
Primary hemorrhage after the removal of tonsils 
and adenoids depends to some extent on the method 
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of operation. The average amount of blood lost 
after the guillotine operation is just under 2 oz. 

Keen compares the dissection and the guillotine 
operations with regard to hemorrhage and operative 
failures. He advocates the guillotine method of 
enucleation. “Regrowth” of tonsillar tissue after 
complete enucleation has not occurred in his cases. 

Of 9,344 operations performed by the author, 
excessive hemorrhage occurred in 110 (just over 1 
per cent). Keen discusses the amount of blood lost 
and the best methods of dealing with such hemor- 
rhages. 

Attention is called to the fact that a second anes- 
thetic is extremely dangerous in cases with hemor- 
rhage. The author reports 3 fatal cases and discusses 
the possible causes of death. 

Dangerous hemorrhage appears to come more 
often from the nasopharynx than from the tonsil 
areas. 

The author reviews the literature on the prophy- 
lactic use of calcium lactate. He believes that 
calcium lactate shortens the clotting time of the 
blood. 

He reviews all of his cases of secondary hemor- 
rhage after tonsil and adenoid operations which 
occurred during a period of ten years. He believes 
that hemorrhage after the removal of tonsils and 
adenoids is due chiefly to deficiency in the clotting 
power of the blood and that anatomical and surgical 
factors are of secondary importance. He describes a 
simple test for determining the bleeding time and 
discusses the coagulation time, bleeding time, and 
various hemorrhagic diatheses from the theoretical 
standpoint. 

In conclusion he reports cases in which tests of the 
bleeding time were made. 

James C. BRASWELL, M.D. 


NECK 


Cole, W. G., Womack, N.A., and Ellett, W. H.: The 
Production of Hyperplasia of the Thyroid 
Gland by Chemical Means, with Special 
Reference to Purine Bases and Their Deriva- 
tives. Arch. Surg., 1931, xxii, 926. 


In a theoretical discussion of protein by-products 
which may be physiologically active, reference is 
made to the work of Vaughan, Kendall, and Jones. 
In two dogs which the authors injected for three 
days with a dosage of histamine “insufficient to 
produce toxic symptoms of marked significance,” 
the thyroid showed definite desquamation, loss of 


colloid, and beginning hyperplasia. Xanthine, 
caffeine, theophylline, and theobromine used in 
similar experiments produced similar results. Ninety 
chemical compounds were studied, but are not 
listed. Most of them were without effect. A large 
series of inorganic drugs (names not given) were also 
administered without producing changes in the 
thyroid. The positive effect of histamine and the 
methyl-purines is interpreted as indicating that the 
thyroid is directly influenced by these products of 
protein catabolism. Paut Starr, M.D. 
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Lahey, F. H.: Apathetic Thyroidism. 
1931, XCiii, 1026. 

All that is so positive in activated thyroidism js 
negative in apathetic or non-activated thyroidism, 
The former condition occurs most frequently in 
youthful or middle-aged persons, whereas the latter 
is most frequent at or beyond middle age. Persons 
with activated thyroidism tend to have either a 
marked exophthalmos or a very obvious stare, 
whereas those with apathetic thyroidism tend to 
have no exophthalmos and little, if any, stare. In 
activated thyroidism the thyroid is usually larger 
than normal and the pulse is full and bounding, but 
in apathetic thyroidism the thyroid is usually smail 
and firm and the pulse varies from 100 to 120. In 
activated thyroidism the skin is moist, hot, and soft; 
in apathetic thyroidism it is dry, firm, and relatively 
cool. In the former condition the basal metabolism 
ranges from +50 to +100, whereas in the latter, 
as would be expected, it usually ranges from +.40 
down to +20 and occasionally lower. 

Patients with serious and fatal reactions following 
partial thyroidectomy for apathetic thyroidism 
either never awaken from the anesthetic or waken 
only to sink comfortably into a semi-stupor or com- 
plete unconsciousness and die gently with practic- 
ally none of the signs which accompany death in 
activated thyroidism. 

All patients with an unexplained loss of weight, 
unexplained toxemia, and unexplained myasthenia 
should be subjected to a careful clinical examination 
for apathetic thyroidism, regardless of the absence 
of the typical signs of hyperthyroidism. 

There are. of course, all gradations between the 
extremely intense activated thyroidism and the 
extreme, almost somnolent type of thyroidism in 
aged persons. 

Not infrequently, patients with apathetic thy- 
roidism maintain a pulse rate on the operating table 
under 120 and without excessive pulse pressure. The 
surgeon may therefore assume that the entire opera- 
tion may be done safely in one stage. As a warning 
against too early and too much surgery he should 
depend upon the pre-operative history rather than 
the high pulse rate, pulse pressure, and_ basal 
metabolism, and the excessive activation and in- 
tensification of the thyroidism which are charac- 
teristic of the activated type of the condition. 

R. V. B. Surer, M.D. 


Ann. Surg., 


Graham, A., and McCullagh, E. P.: Atrophy and 
Fibrosis Associated with Lymphoid Tissue in 
the Thyroid: Struma Lymphomatosa (Hashi- 
moto). Arch. Surg., 1931, xxii, 548. 

This is a report of four cases in which thyroide: 
tomy for non-toxic enlargement of the thyroid was 
done, malignancy being assumed and _ strum: 
lymphomatosa (Hashimoto) being found. The pa 
tients were women between forty-five and seventy- 
five years of age who complained of hoarseness 
pressure, choking, and stridor. In one case there 
was a history suggesting thyroiditis. 
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Anterior, mesial, and cut surface of the left lobe in the case in which the diagnosis of struma lymphomatosa was 


made clinically. Lobulation obscured by the diffuse fibrosis. 


The physical examination disclosed no particular 
characteristic distinguishing these goiters from 
others. The metabolic rates were normal. The clini- 
cal diagnoses were inoperable carcinoma, colloid goi- 
ter, adenomatous goiter, and, in the case suggesting 
thyroiditis, struma lymphomatosa. 

At operation, the gland was found pale, friable, 
sometimes hare, and usually normal in contour. The 
appearance suggested diffuse carcinoma, lympho- 
sarcoma, Riedel’s struma, or non-specific thyroiditis. 
Macroscopic examination revealed a normal con- 
tour, uniform bilateral enlargement to several times 
the normal size, close attachment to the trachea, and 
an intact capsule not adherent to overlying struc- 
tures. The glands were white and firm or hard, 
cutting with the resistance of cirrhotic liver. No 
normal thyroid tissue was recognizable grossly. 
Microscopic examination disclosed atrophy, re- 


placement fibrosis, diffuse lymphoid infiltration, 
germinal lymph centers, and fibrous thickening 
of the capsule. There was no evidence of acute in- 
flammation, abscess, tubercles, caseation, or gumma. 

In the authors’ opinion, this condition is not an 
early stage of Riedel’s struma as the latter occurs in 
younger persons and is characterized by a more 
symmetrical inflammatory process which extends 
beyond the gland into the cervical tissues, whereas 
in these cases the patients were older, the glands 
were uniformly involved, and the process was within 
the capsule. They suggest that as the lymphoid 
tissue in their cases resembled the lymphoid tissue 
frequently found in the thyroid in hyperthyroidism, 
the condition might represent a terminal stage of a 
hyperthyroid process. However, the histories gave 
no evidence of preceding hyperthyroidism. 

Pav Starr, M.D. 





SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Ochsner, A.: The Diagnosis and Treatment of 
Acute Craniocerebral Injuries. Am. J. Surg., 
1931, Xii, 222, 523. 

Fracture of the skull is of no significance unless 
there is concomitant injury of the cerebral substance. 

Acute injuries of the head are classified as follows: 


I. Cerebral injuries with or without cranial 
injury. 
A. Concussion. 
B. (€£dema. 
C. Contusion. 
D. Laceration. 
E. Hemorrhage (intradural, extradural). 
II. Injuries without brain involvement. 
A. Scalp wounds. 
B. Skull fracture. 
1. Vault. 
2. Base 
3. Simple (linear, comminuted) 
4. Depressed. 
5. Compound 


Concussion represents a physiological rather than 
an anatomical lesion as it is associated with no 
demonstrable changes in the cerebrum. It is charac- 


terized by immediate temporary unconsciousness 
followed usually by headache and nausea and oc- 


casionally by vomiting. As a rule there is rapid 
recovery from all symptoms, but sometimes the 
patient dies without recovering consciousness. At 
autopsy, no gross lesions can be demonstrated. It is 
important to recognize cerebral concussion in order 
that proper therapy may be instituted. In every 
case of loss of consciousness, regardless of its dura- 
tion, a period of rest is imperative in order to prevent 
the development of sequele. 

Most of the symptoms in acute craniocerebral 
injury are due to increased intracranial pressure, 
the most frequent cause of which is cerebral oedema. 
A vicious circle is set up, the increased intracranial 
pressure interfering with the venous return and this 
interference hindering the absorption of cerebro- 
spinal fluid so that the amount of the fluid is in- 
creased. As the condition progresses, the compres- 
sion of the arterioles results in cerebral anemia. 
Cerebral cedema is usually diffuse. 

Contusions, lacerations, and localized hemor- 
rhages of the brain occur much less frequently than 
cedema. Blood in the cerebrospinal fluid is important 
as it causes meningitis. Essick and Bagley have 
shown experimentally in young animals that hydro- 
cephalus may be produced by subarachnoid injec- 
tions of blood. Subdural hemorrhages are important 
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not only because of their immediate effects, but also 
because of their later sequel. Scalp wounds are of 
importance because they represent possible portals 
of entry through which organisms may gain entrance 
to the cerebrum and meninges. 

Of the various cranial fractures, fractures of the 
base are more important clinically than fractures of 
the vault unless the latter are compound. Fractures 
of the base are usually compound by virtue of the 
fact that they extend into one of the nasal accessory 
sinuses. The prognosis should be more guarded in 
cases of basal fracture than in those of fracture of 
the vault not only because of the danger of infection, 
but also because of the associated injury to the 
cortical centers in the former. 

The diagnosis of acute craniocerebral injuries is 
made on the basis of a history of injury and un- 
consciousness, the findings of neurological examina- 
tion, and determinations of the cerebrospinal fluid 
pressure. In the diagnosis of basal fractures, which 
are extremely difficult to diagnose roentgenologi- 
cally, hemorrhages and a discharge of cerebrospinal 
fluid from the ears, nose, or mouth are of importance. 
A careful neurological and physical examination 
should be repeated frequently in order to detect 
any progression of the lesions. Of extreme impor- 
tance in the determination of the extent of the injury 
and the prognosis are the eye manifestations, espe- 
cially changes in the pupils. Patients exhibiting 
pupillary changes have a much less favorable prog- 
nosis than those without such changes. Unilateral 
dilatation with fixation of the pupils occurs almost 
invariably on the side of the injury and is usually 
due to hemorrhage. 

Blood-pressure changes occur relatively late in 
the course of acute craniocerebral injuries and are 
therefore of little aid in the diagnosis except as an 
indication of shock. Of great importance in the 
diagnosis, prognosis, and treatment is the determina- 
tion of the cerebrospinal pressure and the character 
of the cerebrospinal fluid. The pressure should be 
determined immediately after the patient recovers 
from shock. When the fluid contains blood, repeated 
spinal taps should be done to remove as much of the 
blood as possible. 

At the present time the treatment of acute cranio- 
cerebral injuries is largely conservative. Operation 
is done in fewer than 5 per cent of cases. If the 
patient is in shock, it is imperative that the shock 
be combated before any other condition is treated. 
A 50 per cent solution of glucose should be ad- 
ministered intravenously. As emphasized by Fay, 
the use of other hypertonic solutions during the 
period of shock is absolutely contra-indicated. If 
the cerebrospinal fluid pressure is higher than 10 
mm. Hg, enough cerebrospinal fluid should be 


322 


ill ana haa in = 7. & 


eume 0686 bad OO OO 





SURGERY OF THE 


removed cautiously to decrease the pressure above 
1o mm. Hg by one-half; e.i., if the cerebrospinal 
fluid pressure is 20 mm. Hg, enough fluid should be 
withdrawn to reduce the pressure to 15 mm. Hg. 
In the presence of compound fractures, careful 
débridement and primary suture should be done. 
The use of morphine and other narcotics is to be 
condemned because the depressing effect exerted 
by such drugs on the cerebrum may mask the de- 
velopment of symptoms. In cases in which the 
cerebrospinal fluid pressure remains elevated, re- 
peated lumbar punctures with withdrawal of cerebro- 
spinal fluid is indicated. In the reduction of the 
increased intracranial pressure the administration 
of hypertonic solutions both intravenously and by 
rectum is of great value. The intravenous adminis- 
tration of a hypertonic sodium chloride solution is 
seldom indicated because if the solution is given 
too rapidly it is toxic, and as sodium chloride is 
dialyzable it causes an increased sodium-chloride 
content of the blood which leads to secondary 
tissue retention with a rapid return of symptoms. 
The substance of choice for intravenous use is a 
50 per cent glucose solution, which is an effective 
dehydrating agent. From 50 to 100 c.cm. of a 50 
per cent glucose solution may be administered intra- 
venously every six to eight hours, depending upon 
the severity of the cerebral ccdema. The decrease 
in intracranial pressure is more gradual: following 
the use of glucose than following the use of hyper- 
tonic saline solutions. Ebaugh and Stevenson found 
no rise in the pressure even eight hours and forty- 
five minutes after the administration of glucose. 
Magnesium sulphate given by mouth or by rectum 
is a valuable dehydrating agent, but should never 
be used in the presence of shock. 

In rare cases, hypotension of the cerebrospinal 
fluid may occur. For the correction of this condition 
the intravenous administration of sterile distilled 
water is advocated. 

While operative interference is rarely indicated 
in acute craniocerebral injuries, it is necessary in 
cases with scalp wounds, compound or depressed 
skull fractures, and a localized intracranial hema- 
toma. Depressed fractures should be elevated. A 
small percentage of the patients who do not respond 
to conservative treatment should be given the ad- 
vantage of operative decompression. 


Rodman, J. S.: The Surgical Management of 
Cranial Injuries. Ann. Surg., 1931, xciii, 1017. 


Rodman reviews the treatment of cranial injuries 
from prehistoric times up to the present. He then 
briefly outlines his own treatment of such injuries, 
which varies with the degree of intracranial com- 
pression and includes such measures as the intra- 
venous administration of hypertonic glucose solu- 
tion, magnesium sulphate purges, restriction of fluid 
intake, and lumbar puncture. 

Mortality statistics based on 800 cases are tabu- 
lated. It is evident that a certain percentage of 
cases are inevitably fatal, but that a much larger 
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percentage always terminate in recovery. In the 
remaining 25 per cent, the outcome often depends 
on the judgment and experience of the surgeon. 
Leo M. Daviworr, M.D. 


Evans, W.: The Pathology and Etiology of Brain 
Abscess. Lancet, 1931, CCXX, 1231, 1280. 


The author reviews 194 cases of abscess of the 
brain treated in the period from 1908 to 1925 in 
the Bernhard Baron Institute of the London Hos- 
pital. He uses the term “brain abscess’ to denote 
abscesses in the cerebrum, cerebellum, and brain 
stem. The process begins with an inflammatory 
leucocytic infiltration and softening of the cerebral 
substance and ends in conversion of a portion of the 
brain into a cavity containing pus. In acute cases 
the abscess was found to have no distinct wall, but 
its cavity was lined with a shaggy and ragged 
détritus. The adjacent brain substance was cedema- 
tous and generally presented multiple minute and 
scattered hemorrhages. In cases of chronic and 
clinically more latent abscess the lesion was sur- 
rounded internally by a definite wall, the so-called 
pyogenic membrane, and external to this there was 
a layer of granulation tissue. 

In acute abscesses, a pale yellow, creamy fluid or 
a hemorrhagic fluid was found. The contents of 
the chronic abscesses, which consisted of a foetid, 
greenish-yellow or bright green, viscid pus, presented 
a more characteristic appearance. 

The exciting cause may be any of the pyogenic 
organisms. In abscesses following middle-ear and 
mastoid infections, the organisms were generally 
multiple. Abscesses of the brain complicating intra- 
thoracic suppuration often yielded a pure culture 
of streptococci. In multiple abscesses of the brain 
following pyemia due to osteomyelitis, the staphylo- 
coccus was usually the only organism isolated. Fre- 
quently the contents of the abscess were sterile. 

Careful measurements of the abscess were made 
in 168 instances. Some of the abscesses were as small 
as a pinhead and others larger than an orange. Large 
abscesses were much more frequent than small 
abscesses. Abscesses which were formed as the result 
of direct local spread of the primary infection tended 
to be larger than abscesses formed by the transmis- 
sion of infected material from a distant focus to the 
brain by way of the blood stream. The size of the 
abscess tended to vary inversely with the rapidity 
of onset of serious symptoms and death. Abscesses 
of the cerebellum were small and produced symptoms 
early. 

In most of the cases the abscess was spheroidal, 
but in 27 per cent it was ovoid. A distortion in the 
outline and shape of the abscess in the form of a 
finger-like projection commonly resulted when the 
abscess was of considerable size and approached the 
lateral ventricles of the brain. The diverticulum 
eventually perforated the ependyma of the ventricle 
and gave rise to pyocephalus. Abscesses occurred 
in the cerebrum twice as frequently as in the 
cerebellum. 
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Abscesses of the brain were fairly common in 
children under the age of six years. Their incidence 
was highest between the ages of eleven and thirty- 
five years and lowest between the ages of fifty-six 
and seventy years. 

In 131 cases (67.5 per cent), the abscess of the 
brain resulted from direct extension of infection 
which originated at a site not far removed from the 
brain. In 109 (83.2 per cent) of these cases the source 
of the infection was the middle ear and antrum, and 
in 12 (9.1 per cent) it was the nasal cavity and its 
accessory sinuses. In 37 of the former the infection 
spread by purulent thrombosis of the lateral sinus. 
In 28 of these 37, the abscess was found in the 
cerebellum and in 9 it was in the cerebrum. In 
28 of the 109 cases in which the source of the in- 
fection was in the middle ear and antrum the 
abscess formation followed osteomyelitis of the 
tympanic wall. In 1 case the infection spread by 
way of the internal auditory meatus. In 43 cases 
it probably spread along the adventitial spaces of 
perforating blood vessels. 

In 7 of the 12 cases in which the abscess of the 
brain resulted from the direct spread of infection 
from suppuration in the nasal cavity and its ac- 
cessory sinuses there was osteomyelitis of the wall 
of the nasal cavity. In 3 cases the infection had 
apparently spread along the perineural spaces, and 
in 2, along the veins opening into the cavernous 
sinus. . 

Infection had been conveyed to the brain by the 
introduction of a foreign body in 8 cases (4.1 per 
cent). No abscess of the brain was discovered at 
autopsy in 318 cases in which death followed bruis- 
ing, hemorrhage, or laceration of the brain without 
puncture of the skull, 51 cases presenting acute 
osteomyelitis of the skull, or 3 cases of syphilis 
involving the skull. 

In 46 (23.7 per cent) of the 194 cases the brain 
abscess was due to the hematogenous spread of 
infection from a distant focus of suppuration. In 
22 of this group it was a complication of intra- 
thoracic suppuration, and in 24 it followed extra- 
thoracic suppuration. Abscess of the brain was found 
to be a fairly common complication of bronchiec- 
tasis. 

In 321 cases of chronic bronchiectasis, autopsy 
revealed 11 abscesses of the brain, whereas in 494 
cases of acute purulent bronchiectasis it revealed 
none. Of 485 consecutive cases of empyema, 
abscess of the brain was found in only 3. Of 228 
cases of non-embolic abscess of the lung, an abscess 
of the brain was revealed by autopsy in none. The 
author found that abscess of the brain is not a com- 
mon lesion in systemic pyzmia and is rare in ac- 
tinomycosis and tuberculoma of the brain. 

Pyocephalus was found associated with brain 
abscess in 40 per cent of the cases. The spread of 
infection into the ventricles occurred either gradu- 
ally from leptomeningitis or suddenly as the result 
of direct rupture of the finger-like process from the 
abscess cavity into the ventricle. 
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Leptomeningitis, either generalize] or localized 
over the site of the abscess, was fount in 67 per 
cent of the cases. Ropert ZOLLINGER, M.D. 


Rejté, S.: A Study of Otogenic Atscesses of the 
Cerebrum Based on Nine Cases (Ueber die 
otogenen Abscesses des Grosshirns auf Grund yon 
neun Faellen). Orvosi hli!., 1939, ii, 721. 

In 621 cases in which an operation was performed 
on the ear there were 15 brain abscesses. Nine of the 
abscesses were cerebral abscesses and 6 were cete- 
bellar abscesses. The 9 cerebral abscesses were all 
in the temporal lobe, but a few extended to the oc- 
cipital lobe. Eight of the 9 patients with cerebral 
abscess were men. The youngest patient was seven 
and the oldest forty-two years of age. The others 
were between eighteen and twenty-eight years old. 
The histories of the 9 cases of cerebral abscess ire 
reported. In 3 cases the brain was examined hisio- 
logically. In the 3 cases in which a cure was obtained 
the manifest symptoms developed in the hospital 
and operation was performed within twelve hours 
after their appearance. Of the patients who were 
brought to the hospital with meningitis, all died. 

The most favorable time for operation is at the 
beginning of the manifest stage. However, opera- 
tion should be tried in all cases as the excessive brain 
pressure may suggest the terminal stage and even 
this picture may show marked improvement after 
operation. The author calls attention to the fact 
that in the cases reviewed all of the cures occurred 
in cases in which there was no change in the dura, 
the site of the abscess was located by brain puncture, 
and no meningeal adhesions were present. The most 
frequent symptom was headache, and the second 
most frequent symptom a slowing of the pulse. Slow- 
ing of the pulse can be observed only in cases without 
inflammation of the meninges. 

The author has treated 2 cases of cerebellar abscess 
and 1 case of cerebral abscess by Lemaitre’s method 
with good results. In 1 of the cured cases he changed 
the packing daily. In the third cured case, packing 
was done only once. Immediately after the opera- 
tion the patient’s relatives removed him from the hos- 
pital and took him to the country. His condition 
was then apparently hopeless, but six months later 
he returned cured. He reported that the dressing 
was changed by the country doctor only once or 
twice. GrorG KErEKEs (H). 


De Martel, T., Denet, J. C., and Guillaume, J.: 
Operative Treatment of Sellar and Suprasellar 
Tumors (Traitment opératoire des tumeurs sellaires 
et suprasellaires). J. de chir., 1931, Xxxvii, 321. 


For the operative treatment of sellar and supra- 
sellar tumors the patient is seated in a natur#! 
position and the head fixed with three metal clamps 
covered with rubber. After the flap is cut the chair 
is turned backward at an angle of about 80 degrees 
so that the anteroposterior axis of the head is almost 
vertical. The shape and position of the frontal flap 
are shown in illustrations. Local novocain-adrenali: 
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anwsthesia is used. The cutting of the flap is pain- 
less, but detachment of the dura mater and par- 
ticularly of the internal nasal nerve from the cribri- 
form plate of the ethmoid is painful. For the latter 
steps local anesthesia is induced with sponges wet 
with a 1:100 solution of novocain. A needle is 
passed through the cortex to the lateral ventricle 
and left in place throughout the operation to allow 
the cerebrospinal fluid to flow out. The frontal 
lobe is lifted and dissected back carefully to the site 
of the tumor. An accurate knowledge of the anat- 
omy of the region is necessary. The authors de- 
scribe the vessels and show their position by an 
illustration. Great care is necessary in the approach 
as injury of the infundibular region is probably the 
cause of the complications sometimes occurring 
during and immediately after the operation. When 
the tumor is removed it leaves a cavity, at the base 
of which the infundibulum can be seen beneath the 
anterior border of the chiasm. 

In addition to operable tumors and Rathke’s 
pouch (a congenital cyst which can be removed 
after puncture), there may be gliomata of the chiasm 
or aneurisms of the carotid which are inoperable. 
The surgeon should know of the presence of the lat- 
ter in order that he may avoid making unsuccessful 
attempts to operate upon them. 

Adenomata of the hypophysis may be operated 
on by either the transfrontal or the transsphenoid 
route. The transsphenoid operation is contradicted 
if the tumor has perforated the diaphragm of the 
sella and the absence of perforation cannot be de- 
termined definitely. Moreover, this operation is 
associated with danger of infection; even Cushing, 
who performs it with marvellous skill, has a mor- 
tality of 5 per cent from meningitis. It is very 
hard to open the posterior wall of the sphenoid 
sinus without injuring the chiasm, and the operative 
field is so small that the operation is extremely dif- 
ficult. 

After the operation there may be an infundibular 
syndrome with fever and narcolepsy or mental dis- 
turbances due to pressure on the right frontal lobe. 
However, these symptoms generally begin to im- 
prove within from twenty-four to forty-eight hours 
and disappear by the end of the fifth day. 

AuprEY Goss Morcan, M.D. 


Hesse, E., and Bogomolova, L.: Sympathectomia 
Cervicalis Superior. Ramicotomy in the Treat- 
ment of Paralysis of the Upper Branch of the 
Facialis, Paralytic Lagophthalmos (Die Sympa- 
thectomia cervicalis superior, die Ramikotomie als 
Methode der operativen Behandlung der Paralyse des 
oberen Facialisastes, Lagophthalmus paralyticus). 
Vestnik. Chir., 1930, lviii/Ix, 25. 


Resection of the cervical sympathetic, proposed by 
Leriche in to19 for paralytic lagophthalmos, has 
been done eight times by Hesse and Bogomolova— 
five times by resection of the superior ganglion and 
three times by ramicotomy of the first to the fifth 
cervical nerves. With the exception of a single case 
in which they resected neither the rami communi- 
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cantes nor the ganglion but only a small piece of the 
sympathetic trunk, a very considerable improvement 
in the ability to close the eye resulted. In one case there 
were even distinct active movements of the eyelids. 

The simplest explanation of the improvement lies 
in the sinking in of the eyeball (Korner’s symptom.) 
The restoration of active movements is explained by 
Bourguignon by the existence of an anastomosis be- 
tween the two facial nerves, the function of which, 
inhibited by the sympathetic fibers, is restored after 
section of those fibers. The authors believe that the 
best technical procedure is the division of the rami 
communicantes of the first to the fifth cervical 
nerves with preservation of the sympathetic trunk 
and the superior ganglion. 

The authors’ clinical experiences were supple- 
mented by experiments on dogs and rabbits (Bogo- 
molova). Unilateral division of the facial nerve 
followed by sympathectomy on the same side some- 
times resulted in considerable improvement in the 
ability to close the affected eye. In anatomical prep- 
arations of the branches of the facialis in animals 
the authors have as yet been unable to demonstrate 
an anastomosis between the two facial nerves. 

N. Petrov (Z). 


SPINAL CORD AND ITS COVERINGS 


Craig, W. McK.: Spinal Cord Compression: Tumors 
and Allied Non-Traumatic Conditions. Am. J. 
Surg., 1931, Xil, 303. 

Tumors of the spinal cord, if diagnosed and re- 
moved early in their development, can be perma- 
nently cured. Any condition which produces com- 
pression of the spinal cord may simulate a tumor of 
the spinal cord. 

In order to correlate more fully the clinical, sur- 
gical, and pathological aspects of compression of the 
spinal cord, material gathered from cases seen at the 
Mayo Clinic in the period from 1912 to 1929 was 
analyzed. The terminology was confined to an 
accepted classification, and the microscopic examina- 
tion was made by means of frozen sections stained 
with hematoxylin and eosin. 

In the 312 cases studied, 223 tumors were found 
which involved the spinal cord only by compression. 
These were classified as extramedullary, and were 
divided into 156 intradural and 67 extradural tu- 
mors. Eighty-nine tumors involving the spinal cord 
were classified as intramedullary. 

Included in the group of 67 extradural tumors 
compressing the spinal cord were lesions arising from 
bone, intervertebral disks, extradural fat, spinal 
nerves, and blood vessels as well as unsuspected 
metastatic malignant lesions. A pre-operative diag- 
nosis of a bony extradural lesion may often be made 
by roentgenological examination. It is possible also 
to make a presumptive diagnosis of metastatic malig- 
nant lesion when the primary lesion can be deter- 
mined. 

The intradural extramedullary series of tumors 
constituted the largest group and had the most 
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favorable prognosis. Such lesions take their origin 
from the fibroblastic structures of the meninges and 
the vessels of the meninges or are projected into the 
subarachnoid space from outside of the dura or from 
within the spinal cord. The 2 predominating types 
of tumor are the endothelioma or meningeal fibro- 
blastoma and the neurofibroma. In the cases re- 
viewed, about half of the intradural extramedullary 
tumors proved to be endotheliomata and about a 
third were neurofibromata. 

Of the 89 cases of intramedullary tumors, tissue 
was available for study in only 62. Tumors arising 
from the cord and comprising the group of gliomata 
predominated, but benign encapsulated tumors 
which could be removed completely were also found. 
In a number of cases in which tissue was not re- 
moved, palliative relief was obtained from the de- 
compression coincident to laminectomy. 

In view of the fact that laminectomy can be per- 
formed with minimal risk, exploration can be carried 
out in many atypical cases of compression of the 
spinal cord for palliative as well as for diagnostic 
purposes. In a very high percentage of cases of com- 
pression of the spinal cord a differential diagnosis 
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between inflammatory and neoplastic lesions can be 
made before operation by roentgenological examina- 
tion, a complete neurological study including exami- 
nation of the cerebrospinal fluid, and the use of 
lipiodol when indicated. However, the exact patho- 
logical nature of the underlying cause of compression 
is rather difficult to determine. The pathological 
analysis herewith reported furnishes evidence of the 
multiplicity of lesions that may be encountered at 
operation. 


SYMPATHETIC NERVES 


Phillips, G.: The Apparent Diminution in Skeletal 
Muscle Tonus Following Removal of the Lum- 
bar Sympathetic Trunk. Med. J. Australia, 1031, 
i, 628. 


The authors do not believe that the post-gangli- 
onic sympathetic fibers constitute the efferent limb of 
the reflex arc subserving posture in skeletal muscle. 
On the contrary, they are of the opinion that sympa- 
thetic denervation is followed by an apparent 
diminution in tonus because of increased excitability 
of the afferent nerve endings subserving the length 
ening reaction. Leo M. Daviporr, M.D 
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CHEST WALL AND BREAST 


Stubenbord, J. G., 3rd: Cancer of the Breast; An 
Analysis of 108 Cases of Cancer of the Breast; 
A Clinical Index of Malignancy. Surg., Gynec. & 
Obst., 1931, lii, 1001. 


The author reviews cases of cancer of the breast 
which were treated on the First Surgical Division of 
the New York Hospital. His article contains tables 
showing the total, marital, racial, and age incidence 
of the condition, the situation, extent, and patho- 
logical characteristics of the tumors, the occurrence 
of metastasis, the type of operation, and the clinical 
and histological classification of the cases. 

Eighty-four of the patients are known to have 
survived operation for at least five years. Of these, 
twelve could not be traced and only seven were 
well after five years. 

It was found that the clinical grading of carcinoma 
of the breast gives a more accurate prognosis than 
the histological grading. 

NaTHAN N. Croun, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Carajannopoulos, G., and Lazaridés, P.: The Treat- 
ment of Hydatid Cysts of the Lung and Its Re- 
sults. Twelve Cases Operated on and Cured (A 
propos du traitement des kystes hydatiques du pou- 
mon et de ses résultats. Douze cas opérés et guéris). 
J. de chir., 1931, Xxxvii, 5209. 


In Greece, the frequency of hydatid cyst of the 
lung is relatively high, such a cyst being found once 
in every 175 pulmonary operations. The authors 
report twelve cases which they treated surgically in 
the last three years. 

The Weinberg reaction was found unreliable in 
the majority of cases. Eosinophilia and Cason’s cuti- 
reaction proved of more value. The latter was more 
sure and constant than the Weinberg reaction and 
eosinophilia, especially in cases of non-suppurating 
hydatid cysts. 

After obtaining a general idea of the condition of 
the thorax with the fluoroscope, the surgeon and 
roentgenologist should make a systematic examina- 
tion with the patient in different positions. 

Operation is not indicated for small central cysts 
situated near the hilum which are unbroken and do 
not cause serious complications such as repeated 
dangerous hemoptysis. Neither is it indicated for 
broken central cysts which, after vomica, show signs 
of spontaneous cure. It is necessary, however, for 
central cysts which give rise to dangerous hemor- 
rhages or, after rupture, have an unfavorable effect on 
the general health. It is indicated also for central 
cysts larger than an orange, and for all cortical or 
intrapleural cysts. 


In the cases reviewed by the authors, the patient 
was generally placed in a half-sitting position, inclin- 
ing toward lateral decubitus on the normal side. In 
some cases, Lamas’ jockey position was used. Local 
anesthesia was employed with entire satisfaction. 
The pleura was opened wide according to the advice 
of Delageniére with regard to the gradual and slow 
production of pneumothorax. Tuffier’s retractor 
was used. The lung was then explored and so fixed 
that the most superficial portion of the cyst was in 
the center of the operative field. In order to reduce 
bleeding to the minimum, the penetration of lung 
tissues was restricted as much as possible. This 
precaution is especially important when the cysts 
are deep. Great care was then taken to protect the 
pleural cavity by tamponing. After the first evacu- 
ating puncture, the cyst was mobilized toward the 
exterior, where it was opened and its membrane and 
contents were removed. The edges of the incised 
cyst were then sutured and the cyst was fixed to the 
wall. 

The authors have adopted the one-stage oper- 
ation for all cases of hydatid cyst without pleural 
adhesions and with no suppuration. In 2 of 6 cases 
in which a cavity limited by adventitia remained 
after the ablation of a cyst with clear, non-sup- 
purative contents they considered it necessary to 
tampon and drain. In the 4 others the method of 
Géroulanos was used. This consists in provisional 
drainage of the cavity limited by the adventitia with 
a drain of very small caliber around which the lips of 
the cavity as well as the parietal layers are her- 
metically sutured. The free end of the drain is 
closed by a ligature so that all communication 
between the cavity and the outer air is cut off. 
In cases with a normal and afebrile evolution it is 
necessary only to empty the cavity of the fluids 
which accumulate in it and carefully close the end 
of the drain. Removal of the drain on the fifth or 
sixth day is followed by primary healing. Such 
healing occurred in 3 of the authors’ 4 cases. If 
suppuration sets in, systematic drainage should be 
begun immediately. This occurred in the authors’ 
fourth case. 

In most of the cases the postoperative period was 
relatively smooth. In 1 case there was a cyst of the 
right upper lobe with such loose and limited pleural 
adhesions that opening in one stage and drainage 
were followed by purulent pleurisy, the pulmonary 
incision having communicated with the pleural 
cavity and the cyst contents having been slightly 
cloudy. However, the pleurisy was quickly cured. 
In no case was there a permanent postoperative 
fistula. Bronchial fistula, which were relatively 
frequent, always closed as healing progressed. 

PACE. 
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Moersch, H. J.: The Treatment of Pulmonary 
Abscess by Bronchoscopy. Ann. Surg., 1931, 
xcili, 1126. 

Contrary to general opinion, the treatment of 
pulmonary abscess constitutes one of the most dif- 
ficult of therapeutic problems. It has been estimated 
that in from 50 to 70 per cent of cases of pulmonary 
abscess in which treatment is not given, the condi- 
tion is fatal. In some cases, absolute rest, postural 
drainage, and supportive measures will lead to re- 
covery, but in a large group further treatment is 
necessary. In the past, operative procedures have 
been employed in cases of the latter type, but the 
mortality from surgical interference was extremely 
high and operation did not assure an absolute cure. 

In recent years, bronchoscopy has been found a 
valuable aid in the treatment of pulmonary abscess. 

Bronchoscopy is not only a valuable therapeutic 
measure but, in association with roentgenography, 
history taking, and a general examination, is a 
necessary procedure for the accurate diagnosis of 
pulmonary abscess. However, in spite of the great- 
est care, the differentiation between pulmonary 
abscess and tuberculosis, bronchiectasis, empyema, 
foreign body, and benign and malignant tumors of 
the bronchi is not always possible. 

In the last five years, 140 patients with pulmonary 
abscess have been observed at the Mayo Clinic. One 
hundred and five were treated bronchoscopically. 
Seventy-six were males. The youngest patient was 
eighteen months old and the oldest seventy-four 
years. Five patients were in the first decade of life, 
7 in the second, 22 in the third, 209 in the fourth, 27 in 
the fifth, 11 in the sixth, 2 in the seventh, and 2 
in the eighth. 

The most common cause of the pulmonary abscess 
was tonsillectomy. 

The duration of the abscess in the 105 cases varied 
from one week to more than eight years. 

The location of the abscess as determined by means 
of roentgenograms, general examination, bronchos- 
copy, surgical procedures, and, in some cases, au- 
topsy, was as follows: right upper lobe, 23 cases; right 
middle lobe, 9 cases; right lower lobe, 34 cases; right 
lung, multilobular and indeterminate, 9 cases; left 
upper lobe, 9 cases; left lower lobe, 17 cases; and left 
lung, multilobular and indeterminate, 4 cases. 

Although no particular lobe failed to respond to 
treatment, the incidence of cure was lowest in cases 
of abscess of the left lower lobe and the right upper 
lobe. 

The bronchoscopic treatment resulted in cure in 51 
cases and improvement in 18. In 23, it was unsuc- 
cessful, and in 7 its results were questionable. Six of 
the patients died. The term “‘cure”’ signifies that 
all symptoms disappeared completely. ‘‘Improve- 
ment”’ signifies definite improvement of symptoms, 
“Unsuccessful” signifies failure to obtain clinical im- 
provement—either the patient failed to cooperate, 
surgical measures appeared to be indicated, or 
bronchoscopy was performed as an adjunct to 
operation. ‘“‘Questionable results” signifies lack of 
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sufficient data as to the outcome; however, in cases 
with such results surgical procedures were not ad- 
vised and there was no mortality. 

The amount of bronchoscopic drainage necessary 
in the treatment of a pulmonary abscess varies with 
the conditions of the particular case, and the length 
of time the patient should be kept under observation 
and the frequency of bronchoscopy must vary with 
the physician’s experience. Care must be exercised to 
avoid carrying the patient along for an unnecessary 
period of time and thereby increasing the diffi- 
culties of the thoracic surgeon if the bronchoscopic 
treatment is not successful. Of the 105 cases re- 
viewed, bronchoscopy was performed once in 65, twice 
in 22, 3 times in 10, 4 times in 6, and 5 times in 2. 

In conclusion the author says that bronchoscopy 
should be used in conjunction with both medical and 
surgical measures, and that at present it is probably 
one of the most efficient procedures in the treatnient 
of pulmonary abscess. 


Danna, J. A.: The Treatment of Empyema by 
Aspiration and Air Replacement Without 
Drainage: A Review of Thirty-Five Cases. J. 
Am. M. Ass., 1931, XCvi, 1453. 

The procedure described consists in emptying the 
empyema cavity of pus through a large needle and, 
as the pus is removed, replacing it with a like volume 
of air. In none of the thirty-five cases in which it 
was used did a serious infection of the chest wall 
result from the needle puncture, and in none was it 
necessary to resort to other methods. 

The site and outline of the purulent effusion are 
determined by roentgen and physical examination. 
Then, under infiltration anesthesia and at a point in 
the intercostal space corresponding to the lowest 
point of the empyema cavity, a large needle attached 
by a stiff rubber tube to a 50- or too-c.cm. Luer 
syringe is inserted. After the aspiration of a syringe- 
full of pus, the tube is clamped, the syringe is re- 
moved, emptied, and filled with air, and the air is 
injected into the empyema cavity. The operation is 
repeated until the cavity is drained or until upon 
aspiration, air comes through the needle. When the 
amount of pus is large, a smaller needle is inserted 
into the cavity and connected to some form of 
pneumothorax apparatus while the larger needle is 
connected with a suction outfit. The pus is then 
rapidly withdrawn and a corresponding amount of 
air is introduced. In this manner as much as 3,000 
c.cm. has been withdrawn at one time without 
causing discomfort. 

In some cases the fibrinous exudate prevents com- 
plete emptying of the cavity. Waiting a few days 
will usually give the exudate a chance to liquefy. !n 
the cases reviewed, the number of aspirations varied 
from one to ten. The average number was four. J hie 
average amount of pus obtained varied from 100 to 
300 c. cm. and accumulated in an average period of 
from six to eight days. If the aspiration is not iin- 
mediately followed by improvement, a search should 
be made for other cavities. 
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The advantages of this method of treatment are 
summarized as follows: 

:. There is no injury to the lung or pleura, the 
pleural surfaces therefore remaining free when re- 
covery is complete. 

2. The absence of drains prevents secondary 
infection. 

3. Complete closure of the cavity prevents chronic 
cavities. 

4. The patient is spared an operation and readily 
submits to repeated aspirations to escape surgical 
treatment. 

;. Hospital and dressing expenses are saved and 
the patient is confined to bed for only a short period 
of time. WititaM E. SHAcKLETON, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Dvorak, H. J.: Sarcoma of the Hsophagus. Arch. 
Surg., 1931, XXxli, 794. 

A case of sarcoma of the cervical oesophagus is 
reported and the literature on the condition is re- 
viewed. 

Fewer than fifty cases of sarcoma of the cesopha- 
gus have been reported, and in only about thirty was 
the diagnosis proved. There are two chief types of 
esophageal sarcoma, the polypoid type and the 
diffuse infiltrating type. The polypoid type of sar- 
coma contains spindle cells, is relatively benign, and 
rarely metastasizes. Sarcoma of the diffuse infiltrat- 
ing type contains round cells and early gives rise to 
distant metastases. Sarcoma is a disease of advanced 
years, but is more frequent in the young than car- 
cinoma. 


It occurs most frequently in the lower 
third of the oesophagus, whereas carcinoma occurs 
most frequently in the middle third. 
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Unlike carcinoma, sarcoma often causes early and 
severe pain. Marked emaciation may result long 
before appreciable stenosis. In many cases the 
earliest symptom is a vague sensation of pressure 
and constriction rather than dysphagia. As a rule 
the condition is wrongly diagnosed. In most of the 
reported cases the correct diagnosis was made only 
at autopsy. 

Sarcoma of the cervical cesophagus has been re- 
sected successfully, but not sarcoma of the thoracic 
cesophagus. 

The tumor reported by the author was a polypoid 
rhabdomyosarcoma containing muscle cells of the 
striated type, spindle cells, giant cells, round cells, 
and fibrous connective tissue. The patient was a 
woman twenty-seven years old. The neoplasm oc- 
curred in the cervical region 5 cm. below the lower 
edge of the cricoid. It was a soft, yellowish, sharply 
circumscribed polypoid mass from 4 to 5 cm. in 
diameter. It bulged partly into the lumen of the 
cesophagus. For one year it had caused the appear- 
ance of blood in the stools and vague epigastric 
pains, for which the patient had been given gastric 
ulcer treatment. This treatment gave relief, but 
after several months the patient noted a sense of 
constriction in the throat, difficulty in swallowing, 
and loss of weight. The diagnosis was made by 
cesophagoscopy and biopsy. Gastrostomy was per- 
formed and followed by the implantation of radium 
and external deep X-ray therapy. The patient died 
within three months after the treatment. Because 
of the location and the circumscribed nature of the 
lesion, the author believes that resection of the 
cesophagus would have been possible if the diagnosis 
had been made sooner. 

Harry C. Sartzste, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Walton, F. E., Moore, R. M., and Graham, E. A.: 
The Nerve Pathways in the Vomiting of Peri- 
tonitis. Arch. Surg., 1931, xxii, 829. 

Although the vomiting which accompanies peri- 
tonitis has been considered due to peritoneal irrita- 
tion, proof of this has been lacking. It has been gen- 
erally thought that the emetic stimulus is a nervous 
impulse, but the possibility of a blood-borne toxin or 
hormone has been considered. Such usual blood 
constituents as choline and histamine are known to 
cause vomiting when present in the blood in abnor- 
mally large amounts. In fifteen normal cats the 
intraperitoneal injection of 10 c. cm. of a 50 per cent 
turpentine emulsion produced vomiting within six 
seconds, a reaction time which seemingly would pre- 
clude a chemical stimulation of the vomiting center 
and yet be entirely within the limits of a reflex phe- 
nomenon. If the emetic stimulus is a nervous im- 
pulse, the possible pathways are the vagi, the sym- 
pathetic, and the cerebrospinal nerves which supply 
the peritoneum. . 

The authors produced peritonitis in twelve cats 
and seven dogs by the intraperitoneal injection of a 
twenty-four-hour bouillon culture of bacillus coli. 
Vomiting was a constant feature of the disease in 
these animals. Twelve other cats which received 
similar injections and in addition were subjected to 
bilateral intrathoracic vagotomy also vomited, as 
did five cats which received similar injections and in 
addition were subjected to bilateral abdominal sym- 
pathectomy and splanchnotomy and five dogs in 
which peritonitis was induced and the spinal cord 
was transected at the level of the second thoracic 
vertebra. On the other hand, six cats in which 
vagotomy, abdominal sympathectomy, and splanch- 
notomy were done, but the phrenic nerve and other 
cerebrospinal nerve paths were left undisturbed, 
vomited promptly when lobelin sulphate was in- 
jected intramuscularly, but did not vomit during the 
course of a fatal bacillus coli peritonitis. It therefore 
appears that bacillus coli peritonitis causes vomiting 
through a local irritation of afferent nerve endings, 
and that the emetic impulse traverses the vagal and 
sympathetic paths with equal facility, but does not 
— over the phrenic or other cerebrospinal nerve 
paths. 

The authors give a brief summary of our present 
knowledge regarding the nervous mechanism of the 
vomiting act, reviewing the anatomical and physio- 
logical contributions on this subject. Most anato- 
mists agree that the parietal peritoneum is supplied 
chiefly by cerebrospinal somatic afferent nerves, 
whereas the visceral peritoneum receives its nerve 
supply from the vagal and sympathetic trunks. On 


the basis of this theory and the results of their ex- 
periments, the authors conclude that the vomiting in 
peritonitis is the result of irritation of the visceral 
rather than the parietal peritoneum. 

ALTON OCHSNER, M.}). 


Marchini, F.: Abolition of Drainage in Circum- 
scribed and Diffuse Peritonitis, Especially from 
Appendicitis (L’abolizione del drenaggio jielle 
peritoniti purulente circoscritte e diffuse, special- 

Arch. ital. di chir., 1<31, 


mente da appendicite). 
XXViii, 549. 

Marchini reviews the literature on the normal 
function and defense mechanisms of the peritoneum. 
He presents evidence to show that the peritoncum 
possesses a defensive power which is greater than 
that of any other tissue and that this power is cun- 
siderably increased by inflammatory processes, es- 
pecially those produced by the bacterium coli. 

He believes that abdominal drainage can be alvol- 
ished not only in acute appendicitis without perito- 
nitis, as is now generally admitted, but also in the 
presence of purulent peritonitis. In support of his 
opinion he cites 237 cases of uncomplicated acute 
appendicitis without peritonitis, 301 cases with local- 
ized peritonitis, and 142 cases with diffuse appendici- 
tis which were operated upon in the hospital of lorli 
in the period from 1908 to 1930. In the 25 cases of 
acute appendicitis without peritonitis in which the 
peritoneal cavity was drained there were 2 deathis, 
whereas in the 212 cases in which drainage was not 
established there were no deaths. Of the 3o1 cases of 
acute appendicitis with localized peritonitis, the per- 
itoneal cavity was drained in 184, with 175 recoveries 
and 9 deaths, whereas the abdomen was closed with- 
out drainage in 117, with 115 recoveries and 2 
deaths. Of the 142 cases of acute appendicitis with 
diffuse peritonitis, drainage was established in 101, 
with 70 recoveries and 31 deaths, whereas the abco- 
men was closed without drainage in 41, with 34 re- 
coveries and 7 deaths. 

The author discusses the appendectomy techni ue 
generally used. He believes that it is important to 
remove the appendix completely and to peritonize 
the stump so as to remove it as a possible focus of 
infection to the peritoneum. In cases in which the 
base of the cecum is friable and inversion of thie 
stump is inadvisable he protects the stump with ap- 
pendices epiploice. In some cases he injects elec- 
trargol into the peritoneal cavity before closing tlic 
abdominal wall. He closes the abdominal wall wit|i- 
out superficial drainage and then institutes the treat- 
ment usually employed for peritonitis. 

As a rule the wound has healed by primary inteu- 
tion. In the small percentage of cases in which in- 
cisional abscesses formed, the abscesses were ea: 
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drained. In only 2 cases was a second operation 
necessary for the drainage of a deep abscess in the 
left lower quadrant. In no case was an abscess formed 
in the right iliac region. 

Marchini reviews the indications and contra-indi- 
cations for drainage of the peritoneal cavity. In his 
discussion of the general indications he considers the 
patient’s age and resistance and the degree of the 
intoxication. In advanced age little can be expected 
of the natural defense mechanisms of the body; 
therefore primary closure of the abdomen is not ad- 
visable in the cases of old persons. Severe intoxica- 
tion and poor resistance are indications for drainage. 
The local indications depend upon the removal of 
the causative agent, the degree of reaction of the 
peritoneum, the occurrence of hemorrhage, and the 
reliability of the intestinal suture. Inadequate re- 
moval of the appendix may be an indication for 
drainage. Other indications are the absence of perito- 
neal exudation or adhesions indicative of a poor de- 
fense reaction and the oozing of blood from surfaces 
denuded of peritoneum. 

From this study Marchini concludes that drainage 
of the entire peritoneal cavity is impossible. The 
tubular and capillary drains commonly used drain 
only a limited area and are often the cause of grave 
disturbances and injury. The author agrees with 
Solieri that the defensive capacity of the peritoneum 
is probably due to a local immunity. He has found 
that the peritoneum which is already infected or is 
stimulated by artificial means defends itself much 
better than the normal peritoneum. The abscess that 
forms in the superficial layers of the abdominal wall 
after the peritoneum has healed demonstrates that 
the general defensive mechanism is inadequate to 
defend all of the tissues, whereas the local reaction 
of the peritoneum or local immunity is sufficient to 
overcome the peritonitis. Peter A. Rost, M.D. 


GASTRO-INTESTINAL TRACT 


Christensen, O.: The Pathophysiology of Hunger 
Pains; Gastrographic and Titrimetric Investi- 
gations. Acta med. Scand., 1931, Supp. xxxvii. 


The investigation reported in this monograph was 
carried out to determine the relation of the so-called 
hunger pains occurring at varying periods after the 
ingestion of food in cases of ulcer to the degree of 
motor activity and the degree of acidity of the 
stomach. 

The technique was very similar to that used by 
Carlson. The patient swallowed a balloon attached 
to a kymograph on which all gastric contractions 
were registered. At the same time, another tube 
was passed into the stomach to serve for gastric 
analysis. Pain was registered on the kymograph by 
a change in the position of a marker when the 
patient pressed an electric button. 

In normal controls, Christensen found no relation- 
ship between hunger sensations and contractions of 
the emptying stomach, but noted that when a 
suflicient amount of stomach contents—fluids, 
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solids, or gastric secretion—was present the con- 
tractions were decreased. He failed also to find any 
relation between the different phases of “hunger” 
contractions and variations in the acidity of the 
gastric secretion, but noted that meals rich in pro- 
tein or fat gave the longest period of rest. 

In the sixteen cases of peptic ulcer reviewed, in 
which forty-two gastrographic examinations were 
made, there was a distinct relation between the 
hunger pains and vigorous contractions of the 
empty or nearly empty stomach as contrasted with 
the normal controls. However, pain was sometimes 
present when the contractions were no more vigorous 
than normal. When the pain was relieved by food, 
the adequate stomach contents substituted rest for 
vigorous gastric contractions. The adequate stom- 
ach contents may be acid, alkali, ingested food, or 
gastric secretion. The acidity of the stomach con- 
tents bore no relation to the varying capacity of 
vigorous stomach contractions to produce cardialgia. 

The author’s conclusions are supported by de- 
tailed kymographic records and repeated fractional 
gastric analyses, which make this monograph of 
value to the clinician as well as to the physiologist. 

SAMUEL J. Focetson, M.D. 


McClure, C. C.: Hypertrophy of the Pyloric Muscle 
in Adults. Surg., Gynec. & Obst., 1931, lii, 945. 

Hypertrophy of the pyloric muscle in adults is 
responsible for severe and protracted symptoms and 
sometimes may result in death. 

The condition was first discussed by Maier in 
1885, but its cause is still unknown. Some contend 
that it is a continuation of the congenital stenosis of 
infancy, and others that it has an endocrine basis. 
The author believes that it may be the result of long- 
standing spasticity of the pyloric muscle. Pirie 
attributes it to hyperadrenalism inhibiting the 
secretory stimulation of the pancreas and thereby 
delaying neutralization of the acid chyme from the 
stomach and causing gastric retention and acidity 
from prolonged closure of the pylorus. 

McClure reports four cases. Two appeared to be 
of the congenital type as the symptoms had been 
present from early life. In the two others, the con- 
dition may have been related to ulcer as in one of 
them an ulcer developed after operation and in the 
other there was pathological evidence of a healed 
lesion which may have been an ulcer. 

The first case was that of a woman fifty-five years 
of age who complained of goiter, heart disease, 
dyspnoea, oedema, coughing spells, nervousness, poor 
appetite, and loss of weight. Shortly before she 
entered the hospital for treatment and before there 
was an opportunity to make a gastro-intestinal 
examination, she died suddenly of myocardial de- 
generation and decompensation. Autopsy revealed 
chronic cholecystitis with cholelithiasis, acute diffuse 
appendicitis, and hypertrophy of the pyloric muscle. 
The stomach was considerably contracted. The gas- 
tric mucosa was grayish and velvety and showed 
normal rug. No scars or ulcers were found. The 
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pyloric ring was markedly thickened and the gastric 
musculature was hypertrophied throughout the 
fundus. Microscopic examination of the pylorus 
disclosed thickening of the muscular coat, a few 
small areas of lymphocytic infiltration around the 
blood vessels, and a slight increase of fibrous tissue 
in the lower layers of the mucosa. 

The second case was that of a woman thirty-six 
years of age who gave a history of life-long indiges- 
tion which had become more severe during the last 
ten years. During the last three years she had had 
epigastric pain which usually developed immediately 
after meals and was relieved by vomiting. She had 
lost 65 lbs. Roentgen examination revealed a filling 
defect of the pars pylorica which suggested car- 
cinoma. Operation disclosed marked thickening of 
the inferior portion of the pyloric ring. The patho- 
logical report was chronic gastritis and hyper- 
trophy of the muscular coat in the pyloric region. 
Partial gastrectomy with posterior gastrojejunos- 
tomy was followed by cessation of the gastro- 
intestinal symptoms and a gain of 43 lbs. in fifteen 
months. 

The third case was that of a woman forty-four 
years of age who had suffered practically all her life 
from constipation and indigestion and for two years 
from extreme distention and discomfort in the 
abdomen and slight tenderness in the midepigas- 
trium which came on about three hours after meals. 
Relief had previously been obtained from food and 
alkalies. The first X-ray diagnosis was gastric 
ulcer. Later a diagnosis of congenital duodenal 
adhesions was made. Operation disclosed an 
irregular thickening of the pylorus. Partial gas- 
trectomy with posterior gastrojejunostomy was 
done. Sixteen months later the patient developed 
symptoms which led to a diagnosis of marginal 
ulcer. 

The fourth case was that of a man forty-five years 
of age who complained of intermittent attacks of 
epigastric pain which began at the age of twelve 
years, occurred between meals, and were sometimes 
accompanied by nausea and vomiting. The Sippy 
diet brought no relief. The X-ray diagnosis was 
duodenal ulcer without obstruction. The findings at 
operation suggested a large ulcer, but the patho- 
logical report was cicatricial stenosis of the pylorus 
and hypertrophy of the pyloric muscles. 

In nine cases reported from the literature the 
symptoms were soreness of the abdomen, nausea, 
vomiting, and loss of weight. In none of these cases 
was there a palpable mass in the abdomen. The 
pre-operative diagnoses were carcinoma, ulcer, 
colitis, and chronic appendicitis. The findings of 
gastric analysis varied from anacidity to hyper- 
acidity. Blood was found only twice. In no case 
was an ulcer discovered at operation. 

In discussing the diagnosis the author says that 
when pyloric spasm is produced by hypertrophy of 
the pyloric muscle atropin will not cause complete 
disappearance of the pyloric constriction. 

Norman G. Parry, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Pitkin, G. P.: A New Treatment of Peptic Ulcer, 
Am. J. Surg., 1931, xii, 466. 

Pitkin makes a preliminary report of a new treat- 
ment of peptic ulcer which consists of intravenous 
injections of foreign proteins derived from non- 
pathogenic schizomycetes together with lipoids, 
animal fats, and emetin. Of 127 cases treated by 
this method, pain was relieved in 76 after the first 
injection and in 16 after the second injection. In 
only 4 cases was there no relief after several injec- 
tions. The beneficial effect of the treatment was 
demonstrated also by the findings of X-ray examina- 
tion and gastric analysis. | ErizABETH CRANSTON 


Walton, A. J.: Surgical Treatment of Simple 
Ulcers of the Body of the Stomach. Lane, 
1931, CCXX, 1070. 


When gastric ulcer was treated medically, im- 
provement resulted in the majority of cases, but in 
a large number the symptoms returned and there 
was a high mortality from hemorrhage and per- 
foration. Surgical treatment therefore became 
somewhat overenthusiastically advocated. There 
is considerable difficulty in comparing medical and 
surgical treatment. Most of the cases which the 
surgeon sees represent medical failures, but are 
undoubtedly only a small percentage of the total 
number treated medically, whereas the cases of 
surgical failure which are seen by physicians 
constitute only a small number of the cases treated 
surgically. The late end-results in a large series of 
cases treated medically have never been reported 
although the number of five-year surgical cures is 
fairly accurately known. 

Walton agrees with Kinsella that the pain de- 
pends upon local tension due to an acute inflam- 
matory change. It is to be expected that medical 
treatment would relieve the symptoms because it 
decreases the inflammation. Very severe, persistent 
pain is evidence of a deeply penetrating ulcer which 
has involved the substance of the pancreas. In 
cases with pain of this type medical treatment 
nearly always fails and is contra-indicated. In cases 
of chronic callous ulcer with much fibrosis, which 
resist non-surgical measures, medical treatment may 
result in sufficient improvement to make surgical 
treatment easier and more effective. Frequent and 
rapid recurrences during medical treatment may 
justify surgical intervention. Moreover, prolonged 
medical treatment may prove so irksome to the 
patient that he chooses to submit to surgery. 

The greatest dangers of peptic ulcer are perfora- 
tion and hemorrhage. Perforation is an unqucs- 
tioned indication for immediate operation. Simple 
suture is not sufficient as it is usually followed by 
recurrence of the symptoms. In the presence of 
repeated or continued hemorrhage operation should 
be performed immediately after or during a blood 
transfusion. Walton summarizes the indications /or 
operative treatment as follows: severe pain 'n- 
dicating penetration of the ulcer; failure of medical 
treatment; a fibrosed and callous ulcer; inability 
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of the patient to continue medical treatment; per- 
foration; severe or repeated mild hemorrhage; dis- 
tortion, especially hour-glass deformity; and the 
slightest suggestion of carcinoma. 

Of the possible surgical procedures, 
enterostomy is perhaps the least used and the least 
satisfactory. Of 57 of Walton’s cases of chronic 
gastric ulcer treated by gastro-enterostomy, the 
ulcer persisted in 7. Occasionally, in the cases of 
debilitated patients, gastro-enterostomy may be 
done as a preliminary operation, and gastric re- 
section performed later when the general condition 
has improved. 

The operation most frequently performed for 
ulcer of the body of the stomach is partial gastrec- 
tomy. Such a resection removes both the ulcer and 
the ulcer-bearing area of the stomach. Following 
this operation recurrence of ulcer is rare (once in 59 
of Walton’s cases), and the occurrence of gastro- 
jejunal ulcer is infrequent (4 times in Walton’s 59 
cases). A distinct disadvantage of partial gastrec- 
tomy is the resection of a large portion of normal 
stomach to remove the ulcer. This may give rise to 
pernicious anemia. Walton believes that the value 
of this method in preventing carcinoma has been 
exaggerated. Of 306 of Walton’s cases in which a 
local excision of the ulcer was done without partial 
gastrectomy, cancer developed in relation to the 
previous ulcer site in only 1 and carcinoma was found 
in the locally removed ulcers in none. Occasionally 
in cases with large adherent ulcers partial gastrec- 
tomy is an easier procedure than local excision 
because the adherent area can be more easily ap- 
proached. Local excision of the ulcer followed 
by gastro-enterostomy has a low mortality and is 
successful in a high percentage of cases. The cautery 
excision of Balfour has the disadvantage that the 
edges which are left to unite are formed of injured 
tissues. Removal of the ulcer with knife and scis- 
sors is free from this disadvantage. Walton ad- 
vocates local resection and gastro-enterostomy. In 
224 cases in which he performed this operation there 
was only 1 recurrence, and in those which were 
followed for five years the incidence of cure was 
88 per cent. Ear Garsipe, M.D. 


Ténnesen, H.: Gastro-Intestinal Polyposis. A 
Clinical Study of Danish Cases During the 
Last Twenty Years (Polyposis gastro-intestinalis. 
Eine klinische Studie ueber daenische Faelle aus den 
letzten 20 Jahren). Acta chirurg. Scand., 1931, 
Ixviii, Supp. xvii, 11. 

The author reviews forty cases of gastro-intestinal 
polyposis. Twenty-seven of the patients were men 
and thirteen were women. In discussing the incidence 
of the condition, he states that undoubtedly many 
cases are not diagnosed, in others death results from 
an intercurrent disease, and in others a cancer 
developing from the intestinal polyposis is errone- 
ously considered to be the basic disease. 

_ In fully developed cases, in which the entire 

intestinal or gastric mucous surface is covered with 


gastro- 


JIE 


polyps, the condition is easily diagnosed by macro- 
scopic and microscopic study. Both examinations 
must be made because ulcerative colitis may present 
the same macroscopic picture as polyposis. When 
just a few polyps are found it is often impossible to 
decide at first whether the condition is only the asso- 
ciation of single polyps or a polyposis. However, this 
may be determined from the clinical course. The 
diagnosis of polyposis is not warranted by the pres- 
ence of five or six polyps; it is indicated only by a 
diffuse distribution of polyps in different stages of 
development and the presence of adenomata. 

In all of the cases examined more or less pro 
nounced inflammatory processes were found. The 
author attributes the disease to a hereditary cellular 
predisposition and chronic inflammation. He believes 
that the predisposition may vary in _ intensity 
(dominant factor), and that the disease is dependent 
upon a certain relationship between the hereditary 
anlage and external conditions. 

In 82.5 per cent of the cases reviewed the polyposis 
occurred in the rectum. In 12.5 per cent the stomach 
was involved. In the intestines, the polyps are most 
numerous at the flexures. Polyposis may spread 
from the cecum into the appendix. In rare cases the 
appendix is the only site of the condition. 

From the morphogenetic standpoint, the author 
distinguishes three main types of epithelial polyps: 
(1) the glandular polyp, (2) the superficial polyp, and 
(3) the combination polyp. The rectal polyp fre- 
quently found in children is a conglomeration of 
retention cysts. Tgnnesen urges that “‘pseudopolyp 
osis,’ “true polyposis,” and ‘‘false polyposis” be 
replaced by adequate pathological designations. 

In 65 per cent of cases, carcinoma develops on the 
basis of polyposis. 

Gastric polyposis should be considered a chronic 
hypertrophic and atrophic gastritis. The author has 
observed cell transitions which seem to show that 
the metaplastic intestinal cells in the stomach develop 
from atypical epithelial cells. It appears also that 
the metaplastic intestinal cells are further differen- 
tiated, losing their secretory function and becoming 
invasive and destructive. 

The ratio of males to females affected by the 
disease is 1.8 : 1. 

The symptoms are usually of very long standing, 
sometimes having been present for years. Remis- 
sions are common. The symptoms are not pathog- 
nomonic; they often resemble those of acute and 
chronic colitis. The chief symptoms are hemorrhage, 
diarrhoea, and pain, and occasional obstipation. 
They may develop slowly during a course of years, 
but may also appear suddenly and show transition 
forms. The stools may contain a large amount of 
mucus. In some cases prolapse of the rectum may 
result. The symptoms of acute enterocolitis are 
usually more pronounced the nearer the polyposis is 
to the anus. The author cites a case in which in- 
vagination occurred. About 70 per cent of persons 
with polyposis die from cancer, with the symptoms 
of the latter disease. Other symptoms include un- 
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usual lassitude, anorexia, and emaciation. Anemia 
is not an early symptom. 

The symptoms of gastric polyposis resemble those 
of chronic gastritis, but occasionally there are vague 
and indefinite symptoms such as slight cardialgia, 
nausea, and vomiting. As a rule the appetite and 
state of nutrition are well maintained. Sometimes 
there are more serious symptoms such as melzna, 
hematemesis, diarrhoea, and emaciation. There are 
no pathognomonic symptoms. Achylia is always 
present, and sometimes there is simultaneous reten- 
tion. Gastric lavage reveals blood and particles 
of mucus, which may establish the diagnosis. The 
course of the disease varies considerably. The pa- 
tient may die of another disease and the polyposis 
may be found only at autopsy. Carcinoma may 
develop on the basis of gastric polyposis. 

If intestinal polyposis is thought of, it is easily 
diagnosed by rectal exploration and rectoscopy. The 
symptoms of colitis or the finding of macroscopic or 
occult blood should suggest its presence. As a rule 
there is a long history of chronic diarrhoea and a 
familial history of cancer. Digital exploration of the 
rectum, rectosigmoidoscopy, roentgenography, and 
exploratory laparotomy are indicated. 

As the disease is remittent and the attacks may 
recur over a period of years, during which time the 
patient is able to follow his calling, conservative 
therapy is usually given. Conservatism seems justi- 
fied because of the high mortality of operation and 
the hopeless findings at examination after radical 
operations. Radical operation should be undertaken 
when intestinal cancer is discovered and when 
internal therapy is no longer followed by remissions. 


When the patient is greatly affected by the disease, 
radical operation should be undertaken only when 
palliative operations have proved beneficial. Gastric 
polyposis should be attacked radically as soon as it 


As yet nothing definite can be said 
Louts NEUWELT, M.D. 


is diagnosed. 
regarding radium therapy. 


Cunningham, W. F.: Partial and Subtotal Gastric 
Exclusion. Ann. Surg., 1931, xciii, 1167. 

For chronic ulcers of the posterior wall of the 
duodenum the author advocates pyloric exclusion 
and Polya anastomosis. He reports experimental 
evidence showing that the excluded portion imme- 
diately contracts and the glands producing hydro- 
chloric acid undergo degeneration and are replaced 
by fibrous tissue. Jacos M. Mora, M.D. 


Meyer, J., and Rosenberg, D. H.: Primary Car- 
cinoma of the Duodenum: Report of Four 
Cases, with a Review of the Literature. Arch. 
Int. Med., 1931, xlvii, 917. 

In reporting four cases of primary carcinoma of 
the duodenum the authors emphasize the difficulty 
of recognizing the condition clinically. They suggest 
that if a careful clinical and histological study were 
made in all cases of duodenal stenosis, primary 
duodenal carcinoma might be found more fre- 
quently. Joun J. Matoney, M.D. 


“severe. 
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Morrin, F. J.: Spontaneous Perforation of Primary 
Jejunal Ulcers. Irish J. M. Sc., 1931, 6 s., 198. 


Primary jejunal ulcer is an ulcer of the mucosa 


.and deeper layers of the small intestine which is 


usually single and resembles in its appearance. 
pathological development, clinical manifestations. 
and complications the peptic ulcer of the stomach 
and duodenum. In the last five years Morrin has 
operated upon three cases of perforated jejunal 
ulcer. In the first two cases an error in diagnosis 
was a factor in the fatal outcome. In the third case, 
the affected loop of bowel was easily identified and 
satisfactorily treated. In none of the cases was 
there any evidence of a specific cause such as tuber 
culosis, syphilis, actinomycosis, or malignant dis- 
ease. 

The diagnosis is seldom made before operation 
The treatment consists in simple suture of the ai 
fected segment of bowel and drainage of the al 
dominal cavity. When laparotomy reveals free 
peritoneal:exudate and exploration of the appendix 
and stomach region is negative, the small and large 
bowel should be examined. 

The occurrence of perforation is a grave surgical 
emergency as the high bacterial content of the small 
bowel renders the resulting peritonitis extreme|\ 
Joun W. Nuzum, M.1) 


Bolognesi, G.: Stenosing Tumors and Pseudo- 
tumors of the Right Half of the Colon (Tumori 
e pseudotumori stenosanti dell’emicolon destro 
Arch. ital. di chir., 1931, xxviii, 473. 

Bolognesi reports six cases of stenosing tumor of 
the right half of the colon. The neoplasms included 
three carcinomata, a leiomyoma, a tumor due to 
hyperplastic tuberculosis, and a so-called aspecitic 
granuloma. Each case is reported in detail and each 
type of tumor is discussed. 

The leiomyoma was found in a man thirty-four 
years of age who for twelve years had had attacks of 
right lumbar pain associated with fever, nausea, and 
vomiting which suggested a pathological process in 
the urinary tract. At examination, the urinary tract 
was found normal, but a firm irregular tumor mass 
was discovered in the right lower quadrant of the 
abdomen. Roentgen examination showed the nev 
plasm to be a constricting lesion of the ascending 
colon. A diagnosis of carcinoma was made. After a 
preliminary colostomy, the tumor was resected by 
removing the right half of the colon. The continuity 
of the gut was re-established by ileotransversostomy. 
The patient made an uneventful recovery. 

Examination of the resected tumor showed thit 
it arose from the muscular layers of the posterivr 
wall of the ascending colon and protruded into the 
lumen so as to produce obstruction. The mucosi 
was not involved. On microscopic examination, tlie 
tumor was found to be an intramural leiomyoma 
with scattered areas of calcification. 

The case of so-called aspecific granuloma was that 
of a man aged sixty years. For twenty months tiie 
patient had had attacks of pain in the right lower 
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quadrant of the abdomen which were followed by 
periods of constipation and diarrhoea. There had 
been no colic or melena. A round firm mass was 
palpated in the right lower quadrant. Roentgen 
examination revealed an annular constricting lesion 
involving a portion of the cecum and ascending 
colon. A diagnosis of carcinoma was made. At 
operation, the right half of the colon was removed 
and an ileotransversostomy was done in one stage. 
The patient made a smooth recovery. 

Pathological examination of the excised bowel re- 
vealed a moderately stenosing annular tumor in the 
cecum and ascending colon which involved the 
mucosa and submucosa with the formation of 
papillary growths protruding into the lumen of the 
colon. There was no ulceration of the mucosa. His- 
tological examination of the tumor disclosed an 
irregular arrangement of loose and firm connective 
tissue and granulomatous tissue consisting of mono- 
nuclear and polymorphonuclear leucocytes and 
plasma and epithelial cells distributed irregularly 
between the connective tissue bundles. No giant 
cell, tubercle bacillus, or spirocheta pallida was 
found. The only diagnosis the author could make 
was “aspecific granuloma of unknown etiology.” 
Bolognesi reviews similar cases from the literature. 

In conclusion the author states that tumors of the 
right half of the colon giving rise to palpable masses 
and the clinical signs of stenosis may be malignant 
or benign tumors or pseudotumors such as the 
tuberculous or aspecific granulomata. The differen- 
tial diagnosis is difficult even with the aid of the 
roentgen ray. Surgical removal of the neoplasm, 


preferably by right hemicolectomy, is the treatment 


of choice. Peter A. Rost, M.D. 

Del Valle, Brachetto-Brian, and Yédice: Tumors 
of the Czcum and Colon (Consideraciones 
andtomo-clinicas y quirurgicas sobre tumores del 
ceco-colon). Arch. argent. de enferm. d. apar. digest., 
1931, Vi, 463. 

Four cases of tumor of the cecum and ascending 
colon are reported. Roentgen examination is of 
great value in the localization of such tumors. In 
the authors’ cases the patient is prepared for oper- 
ation with purgatives and enemas and the injection 
of glucose solution. Operation may be performed 
under ether or spinal anesthesia. For cases of 
chronic obstruction the authors prefer hemicolec- 
tomy with ileotransversostomy. In cases of acute 
obstruction they vary the technique. They describe 
the operation and show it by illustrations. They 
emphasize the importance of preserving a good 
blood supply to both stumps, making the incision in 
sound tissue, mobilizing the stumps, fitting the two 
ends together perfectly, and covering the site of 
anastomosis with omentum. The ileotransversos- 
tomy is the chief stage of the operation. 

_ The postoperative treatment includes blood trans- 
fusions and the administration of glucose solution. 
In addition, an ice bag should be applied to the 
abdomen for, in spite of a good technique, peritonitis 
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may develop from perforation of the anastomosis. 
If peritonitis occurs, the abdomen should be opened 
immediately and drained. 

AuprEY G. Morcan, M.D. 


Ragnotti, E.: Experimental Investigations on the 
Motor Function of the Appendix Under Normal 
and Pathological Conditions (Ricerche sperimen- 
tali sulla funzione motoria dell’appendice in con- 
dizione normali e patologiche). Arch. ital. di chir., 
1931, XXVili, 209. 

From studies of fifty-six human appendices, ten 
of which were removed at operation and ten of which 
were normal, the author draws the following conclu- 
sions: 

1. Even under normal conditions, the human 
appendix does not have a peristaltic movement. 

2. Even under normal conditions, the motor 
activity of the appendix has only a weak expulsive 
action on the appendiceal contents. 

3. The activity of the longitudinal musculature 
alone, although sometimes rather pronounced, has 
no expulsive action on the contents of the appendix, 
even under normal conditions. 

4. The motor function of the human appendix may 
be considered rudimentary. 

5. While no constant relationship can be estab- 
lished between the anatomopathological findings and 
the motor activity of the appendix, the appendices 
attacked by inflammation are those in which auto- 
matic motility is most compromised or is entirely 
absent. 

6. Even with the strongest chemical and physical 
irritants it is impossible to provoke expulsive con- 
tractions. 

On the basis of these findings, which show that, 
even under normal conditions, the exchange of con- 
tents between the appendix and cecum is extremely 
slow and defective, the author concludes that func- 
tional stagnation of the contents of the appendix may 
be a factor predisposing to inflammation of the 
organ. This isincreased by a furrowing of the mucosa 
(Aschoff) and by anatomical causes of stasis, physio- 
logical or pathological. 

Only one of the appendices examined by the 
author microscopically showed the picture upon 
which Kretz based his hematogenous theory of 
appendicitis. MARGUERITE P. SLOAN. 


Bower, J. O.: Acute Appendicitis: A Survey of Its 
Incidence and Care in Philadelphia. J. Am. 
M. Ass., 1931, xcvi, 1461. 


In the United States the mortality from acute 
appendicitis in the period from 1913 to 1923 was 22.3 
per cent; in Philadelphia it was 18 per cent. This 
report is based on 5,121 cases of acute appendicitis 
treated in 27 Philadelphia hospitals. 

The average time that elapsed between the onset 
of the symptoms and the operation was sixty-one 
and seventeen-hundredths hours. Local peritonitis 
was the cause of 19.5 per cent of the deaths, and gen- 
eral peritonitis the cause of 80.5 per cent. 
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It is commonly believed that there is no mortality 
in appendicitis if the operation is performed early, 
but this survey shows that 1 patient in every 39 died 
when operation was performed within twenty-four 
hours after the development of the symptoms, 1 in 17 
died when it was performed within forty-eight hours, 
1 in 13 when it was performed within seventy-two 
hours, and 1 in 9 when it was performed after 
seventy-two hours. In the cases of the patients who 
lived the average time that elapsed between the 
onset of the symptoms and the operation was sixty 
and one-tenth hours, and in the cases of those who 
died, ninety-seven and seven-tenths hours. In 99 
cases out of 100 a patient in good physical condition 
is safe if he is operated upon within the first twelve 
hours. 

In cases in which the inflammation of the appendix 
subsides to recur later the mortality is higher than in 
those in which operation is performed in the initial 
attack. 

Without exception, the patients who developed a 
perforation with fulminating peritonitis before twelve 
hours had been given a laxative. Delay of operation 
and the administration of a laxative caused most of 
the deaths. When a patient with a fulminating 
peritonitis is given a laxative and develops general 
peritonitis he has only 1 chance in 7 of recovering. 

Pain is the only symptom which is always present 
in acute appendicitis. Tenderness is present in about 
go per cent of the cases and leucocytosis in about 80 
per cent. Appendicitis is most common between the 
ages of eleven and twenty years. 

Cartes F. DuBots, M.D. 


Jacquet, P., and Gally, L.: The Roentgen Diagnosis 
of Chronic Appendicitis (Le diagnostic radiolo- 
gique del’appendicite chronique). Presse méd., Par., 
1931, XXXixX, 376. 

Six hours prior to the roentgen examination 
described, the patient is given 250 gm. of barium 
suspended in 250 c.cm. of soup or coffee. By the 
end of six hours, if the appendix is normal, the 
barium will be found filling the colon as far as the 
hepatic flexure and only a small residue will be 
seen in the ileum. In persons who have had appen- 
dicitis for two or three months, there is retardation 
of the ileocecal flow and at the end of six hours as 
much barium will often be found in the ileum as in 
the colon. The retardation of the ileocecal flow is 
due to a localized, transitory spasm which the 
authors believe is diagnostic of appendicitis. This 
spasm is unlike the obstruction caused by an organic 
lesion. It may occur in the ileocecal region, the 
cecum, and the ascending colon. On the external 
border of the cecum, opposite the point of tender- 
ness, there is a deep incisura similar to the incisura 
opposite a duodenal or gastric ulcer. Manual com- 
pression intensifies the spasms. 

The authors have used this method in many cases 
of supposed chronic appendicitis and have been 
able to confirm the roentgen diagnosis by the findings 
at operation. James B. Mason, M.D. 
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Pellé, A., and Folliasson, A.: Appendicitis and 
Typhlitis (Appendicite et typhlite). Rev. de chir., 
Par., 1931, 1, 146. 

The authors report three cases which presented 
symptoms of generalized peritonitis from appendi- 
citis so severe as to necessitate an emergency opera- 
tion. The appendix was found to be normal or to 
show only microscopic evidences of an ordinary in- 
flammation, but the cecum was markedly abnormal 
in all cases. In Case 2 the wall of the cecum was 
thickened and cedematous, and in Cases 1 and ; it 
presented a gangrenous spot between the anterior 
and postero-external longitudinal bands. 

In the first case the treatment consisted of appen- 
dectomy, resection of the gangrenous spot, and drain- 
age with drains wet with anti-gangrene serum; in 
the second, of appendectomy without drainage; aid 
in the third, of appendectomy, burying of the gan- 
grenous zone, and closure without drainage. Un- 
eventful recovery resulted in all. 

After a discussion of the theories regarding the 
pathogenesis of cases of this type, a number of which 
are cited from the literature, the authors conclude 
that the appendiceal condition is secondary to arteri- 
tis, phlebitis, or lymphangeitis, and that the lesions 
in the cecum are caused by embolism. No routine 
treatment can be given. The operation must he 
adapted to the requirements of the particular case. 

Aubrey Goss Morcan, M.D 


Michaélsson, E.: Two Cases of Pseudomyxoma of 
the Peritoneum and Appendix (Zwei Faelle von 
Pseudomyxoma peritonei e processu vermiformi). 
Acta chirurg. Scand., 1931, \xviii, 25. 

The author reports two more cases of pseudo 
myxoma of the peritoneum and the appendix which 
he has operated upon. In both, the course of tlie 
condition was slow and insidious and the chief sign 
was marked distention of the abdomen. The diag- 
nosis was made before the operation. In only one 
of the cases was the appendix found at operation. |n 
the other, it was not found until autopsy. In both 
cases death occurred within one or two years. ‘Thc 
proximal end of the appendix was obliterated and 
its distal end dilated. ‘The hydropathic part pre 
sented a small perforation which in one case was 
lined by mucous membrane that was continued on 
the outer side. The gelatinous masses which in both 
cases almost completely filled the abdomen con 
sisted of a network of connective tissue strands, 
mucus, and large quantities of epithelial cells, some 
of which were of the cylindrical type and others of 
the columnar type. The epithelial cells formed long 
strands or lined cavities. There was no invasive 
tendency. 

The author finds in these cases and the results of 
experimental investigations carried out by Naeslui 
further support for his theory that appendicul.r 
epithelia may become implanted in the abdome 
and proliferate at a considerable distance from thie 
primary focus. He concludes also that pseudomy* 
oma of the peritoneum and appendix may be con 
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pared to the abnormal proliferation of normal 
epithelium which occurs in traumatic epithelial 
cysts and cysts of the anterior chamber of the eye. 
He states that the prognosis in pseudomyxoma of 
the peritoneum and appendix with epithelial dis- 
seminations is often doubtful although the condi- 
tion is not malignant. 


Hiller, R. I.: The Anal Sphincter and the Patho- 
genesis of Anal Fissure and Fistula. Surg.,Gynec. 
& Obst., 1931, lii, 921. 

The author reports anatomical studies of the anal 
sphincters of twelve adults and a child of eight 
years. The coccyx, perineum, and pelvic organs 
were removed en masse and the vessels, fascia, and 
muscle fibers dissected out. In five of the specimens 
the arteries were injected with a gelatine-dye solu- 
tion. 

A detailed study of the anatomy and physiology 
of the anal sphincters served to explain the patho- 
genesis of anal fistula, abscess, fissure, and post- 
operative incontinence. The almost constant loca- 
tion of the opening of anal fistule at points cor- 
responding to the 5 and 7 on the face of a clock 
is explained by the arrangement of the vessels in 
the anal triangle. The infection follows the peri- 
vascular spaces. While the anatomy of the external 
sphincter alone does not explain the origin of fissure, 
it is evident that the great accumulation of fibro- 
elastic terminations of longitudinal bowel fibers 
fixing the anterior and posterior commissures is a 
factor. Incontinence following incision of the ex- 


ternal sphincter may be accounted for by the anat- 


omy of this sphincter, for when its influence is 
removed the efficiency of the internal sphincter 
becomes reduced because the mechanical stimulus 
necessary for maintenance of resistance to a dilat- 
ing force is lacking. Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Pepi, O.: Biliary Peritonitis Without Perforation 
(Contributo allo studio delle peritoniti biliari senza 
perforazione). Arch. ital. di chir., 1931, x, 410. 


The author reports a case of biliary peritonitis in 
a patient nineteen years of age. The gall bladder 
was not perforated. Its walls were slightly thick- 
ened and oedematous, but normal in color. The 
bile in the gall bladder was darker and more viscid 
than that in the peritoneal cavity. On culture, the 
gall-bladder bile and the peritoneal fluid yielded 
colon bacilli. The peritoneal fluid showed an intense 
bile-pigment reaction. 

After discussing the various theories regarding 
the pathogenesis of such cases, the author concludes 
that the condition is caused by temporary occlusion 
of Vater’s papilla by a stone which is not found on 
operation. In the case reported, cholecystectomy 
and drainage were followed by recovery. The pres- 
ence of bacilli in the peritoneal effusion and gall- 
bladder bile suggested that infection was a factor. 
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The lesions of the gall bladder in this case were in 
the beginning stage, probably because the injurious 
action of the pancreatic ferments on the gall-bladder 
wall had been exercised for only a short time and 
was not very intense. If operation had been de- 
layed, the changes would have been more serious 
and probably in time would have caused perfora- 
tion. AuprEY Goss Morean, M.D. 


Popper, H. L.: The Etiology of Biliary Peritonitis 
Without Perforation (Zur Entstehung der per- 
forationslosen galligen Peritonitis). Zentralbl. f. 
Chir., 1930, p. 2837. 


The author reports a carefully studied case of 
biliary peritonitis without perforation in a man fifty- 
one years of age. Laparotomy revealed a large 
amount of biliary exudate in the abdominal cavity 
and fat necrosis in the omentum, especially in the 
region of the gall bladder. The gall bladder was 
greatly enlarged and oedematous. The common 
duct was dilated to the thickness of a thumb. No 
adhesions were found. The pancreas was not 
markedly changed. No stones could be discovered 
in the biliary passages. Choledochotomy was done. 
The papilla at first resisted the sound. Cholecystec- 
tomy and drainage of the common duct were done. 
During convalescence there was a transitory icterus. 
The patient recovered. Diastase was discovered in 
the gall bladder as well as in the sterile peritoneal 
exudate. Trypsin was also found in the gall bladder, 
but its presence in the peritoneal exudate was not 
certain. On the twelfth day, pancreatic secretion 
appeared temporarily in the bile. 

When a common duct stone becomes incarcerated 
in the papilla biliary stasis results with marked dis- 
tention of the gall bladder and the rest of the biliary 
tract. As the biliary tract and pancreas have a com- 
mon outlet, the pancreatic secretion then overflows 
into the biliary passages. The admixture of pan- 
creatic secretion renders the bile diffusible and as a 
result of the increased secretory pressure caused by 
the closure of the papilla, the bile is forced through 
the dilated gall bladder into the abdominal cavity. 

The author reviews the publications of Clairmont 
and Haberer in ro10, Blad in 1918, Seifert in 1923, 
Schoenbauer in 1924, Bundschuh in 1927, and 
Ruppanner in 1928. JASTRAM (Z). 


Krieger, H.: Bromsulphthalein Used in the Study 
of Liver Function in Surgical Cases (Das an 
einem chirurgischen Patientenmaterial als Leber- 
funktionsdiagnostikum angewandte Bromsulpha- 
lein). Acta chirurg. Scand., 1931, \xviii, 105. 

In the cases of 20 normal persons no more than 

a trace of bromsulphthalein was found in the blood 

serum by Rosenthal’s test half an hour after the 

intravenous injection. The maximum simulta- 
neous icterus index determination by Meulengracht’s 
method was 6. The urine was free from urobilin. 
In the cases of 127 patients, 64 of whom had gall 
stones, the retention of 10 per cent or more of 
bromsulphthalein at the end of half an hour was 
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regarded as definite proof of the presence of liver 
disease, and the retention of from 5 to 10 per cent 
was regarded as suggestive of such disease. 

Rosenthal’s test proved to be positive in all but 1 
case in which liver disease was suspected. In the 
milder forms of liver lesions it seemed to be very 
much more sensitive than the Schlesinger and 
Meulengracht tests, and during convalescence it 
became negative much later than the latter tests. 

In the cases of normal persons, bromsulphthalein 
is excreted in the urine in quantities averaging 1 
per cent. In disease of the liver it is often excreted 
in large amounts. 

The kidneys are able to excrete bromsulphthalein 
even when they are severely diseased. 

The author suggests that high bromsulphthalein 
retention in the blood may be due to marked renal 
insufficiency. 

Bromsulphthalein can be recovered in the bile of 
patients with slight liver disease from forty-five 
minutes to one and a half days after its intravenous 
injection. In cases of advanced liver disease its 
excretion begins later and lasts longer. 

Experiments on rabbits and diffusion experi- 
ments indicated no particular affinity of bromsulph- 
thalein for any tissues except those of the reticulo- 
endothelial system. 


Walters, W.: Obstructive Jaundice: Its Surgical 
Aspects. Ann. Surg., 1931, Xciii, 1137. 

In cases of obstructive jaundice it is of primary 
importance to determine whether the obstruction 
is due to a non-surgical lesion within the liver or 
to a surgical, removable lesion in the bile ducts. 
In most instances this is not difficult. In cases of 
intrahepatic jaundice there is usually no pain. 
The general condition may be good, considering 
the depth of the jaundice or very poor because of 
terminal stages of atrophy of hepatic cells. The 
presence of bile in the intestinal contents can be 
determined most accurately by non-surgical drain- 
age with the Lyon tube. In 86 per cent of cases of 
obstructive jaundice due to stones there is a definite 
history of biliary pain or colic. The jaundice is 
variable; it usually appears immediately following 
the colic, and frequently is accompanied by chills 
and fever. In the presence of carcinoma of the head 
of the pancreas obstructing the common bile duct 
and of stricture of the common bile duct, the oc- 
currence of pain is determined by the degree of the 
obstruction and the amount of infection in the biliary 
passages. 

Observation for a few days in the hospital prior 
to operation is of definite advantage in obstructive 
jaundice. It gives an opportunity for a regimen of 
pre-operative preparation to be carried out and for 
the progress of the jaundice and the condition of 
the patient with painless jaundice to be evaluated, 
thereby facilitating the decision as to the necessity 
for operation. 

The intravenous administration of a solution of 
calcium chloride is of definite value in these cases 
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for the prevention of postoperative hemorrhage, 
The van den Bergh test is indicated to determine 
the progress of the jaundice as it is unwise to operate 
on patients whose jaundice is increasing unless 
operation cannot be delayed. A coagulation time 
of more than ten minutes is not a contra-indication 
to operation, but usually indicates that considerable 
injury has been done to the hepatic cells. Marked 
injury to the hepatic cells is evidenced also by the 
presence of subcutaneous hemorrhages or petechiv, 
In such cases, in addition to the solution of calcium 
chloride, a blood transfusion should be given prior 
to operation and repeated as often after operation 
as is necessary to control the bleeding. 

Although general anesthesia allows good expos:ire 
of the biliary passages, spinal anesthesia has ben 
adopted for most patients with obstructive jaundice 
because, in addition to giving perfect relaxation «nd 
permitting excellent exposure of the biliary pas- 
sages, it is associated with less operative reaction 
and does not have the irritating effect of a gencral 
anesthetic on the parenchymatous cells of the liver 
and kidney. 

In most cases in which stones are present in thie 
common bile duct the stones may be felt by grasping 
the duct between the thumb and forefinger. ‘Ihe 
best probe is the finger, and if the size of the duct 
permits, the finger should be used to be sure that 
no stones are overlooked. After the removal of the 
stones from the common duct, a T-tube or catheter 
should be employed, depending upon the desired 
duration of drainage of the duct. If there is infec- 
tion in the liver or in the head of the pancreas, it is 
best to use a T-tube and to leave it in place for 
three weeks or longer. Otherwise a catheter, 
described by Mayo-Robson as a hepaticus drain, 
serves admirably to relieve intraductal pressure and 
is easily removed on the twelfth day following the 
operation. 

If a stricture of the common bile duct is present 
and there is sufficient normal duct above the stricture 
to allow anastomosis between this normal portion 
of the duct and the duodenum, a good result may he 
expected. 

In some cases in which the stricture is localized 
and small, the section of the duct containing it can 
be removed readily and the continuity of the duct 
restored by end-to-end anastomosis. 

Obstructive jaundice due to a tumor at the hea 
of the pancreas can be relived by anastomosing the 
distended gall bladder to the duodenum or stomac! 
depending upon which can be done more easily an: 
with less tension. If the anastomosis is made to tie 
stomach, the presence of bile in the stomach doc 
not produce unusual symptoms. There is no dou)it 
that some tumors at the head of the pancreas 
the result of infection, and that relief of the obstruc- 
_ by cholecystenterostomy gives permanent rv- 

ief. 

Walters believes that when the jaundice is «\- 
treme, cholecystenterostomy can be done more 
safely in two stages than in one stage. He first 
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drains the gall bladder and from twelve to fourteen 
days later makes an anastomosis between the gall 
bladder and the stomach or duodenum. 

The complications which occur following opera- 
tions on patients with obstructive jaundice are 
hemorrhage and renal and hepatic insufficiency. Of 
great importance in lessening the incidence of post- 
operative hemorrhage is the selection of the proper 
time for operating and the pre-operative use of 
some measure favoring coagulation of the blood. 
A successful outcome is absolutely dependent upon 
relief of the obstruction. 

Walters believes it is worth while to administer 
a 10 per cent solution of glucose intravenously to 
jaundiced patients subsequent to operation as often 
as such treatment is indicated. At the time that the 
needle is inserted into the vein for the injection, a 
small amount of blood may be removed for deter- 
mination of the coagulation time, a change in the 
degree of the jaundice, and the concentration of urea 
in the blood. 


Dawson of Penn, Lord: Hemolytic Icterus. Brit. /. 
J., 1931, i, 921, 963. 

The features of hemolytic jaundice bring us in 
contact with the problems of the origin and fate of 
the blood and bile and the functions of the marrow, 
liver, and spleen. In the higher mammals, bile pig- 
ment, unlike bile salts, is formed chiefly outside of 
the liver. 

By isolating or removing the liver in dogs, Whip- 
ple and Hooper in 1913 and Mann and his associates 
in 1921 demonstrated that bilirubin is of extrahe- 
patic origin. Mann discovered bilirubin in the plasma 
after removal of all of the abdominal organs. By 
means of the spectrophotometer, it has been found 
that the venous blood traveling from the marrow and 
spleen contains more bilirubin than the arterial 
blood going to these organs, whereas blood going to 
and from a limb or a kidney shows no difference in 
its bilirubin content. It therefore seems evident that 
bilirubin is produced in the marrow and spleen. In 
dogs, the marrow appears to be of greater importance 
in the formation of bilirubin than the spleen as the 
excess of bilirubin found in venous blood from mar- 
row was greater than that found in venous blood 
from the spleen. Moreover, bilirubin still appeared 
in the plasma after complete excision of the abdom- 
inal organs. Later, the blood leaving the liver was 
shown to have an excess of bilirubin over that of 
arterial blood entering this organ. In 1847, Vir- 
chow, observing hematoidin in old blood clots, con- 
cluded that bile pigment may be formed outside of 
the liver. However, certain Continental workers are 
as yet unconvinced that the polygonal cells of the 
liver play no part in the formation of bilirubin. 

To Aschoff we owe the conception of specialized 
endothelial cells, mesoblastic in origin, lying along 
the venous sinusoids and capillaries of the bone 
marrow, spleen, and liver, and the lymph sinusoids 
of the lymphatic glands, where hemoglobin is dis- 
integrated and pigment is formed. In 1913, McNee 


suggested that bilirubin has its origin in these endo- 
thelial cells. Rich and others have demonstrated the 
conversion of hemoglobin into bilirubin by wander- 
ing endothelial cells in the periphery of old blood 
clots. Rich demonstrated also the formation of 
bilirubin from hemoglobin in tissue cultures. In the 
liver, the reticulo-endothelial system is represented 
by the Kupffer cells. In birds, in which the spleen is 
small and the liver is large, the Kupffer cells are 
prominent and play an important part in the conver- 
sion of hemoglobin into bilirubin. In mammals, 
they play only a small part in this conversion, but 
after splenectomy their number and function are 
increased. 

Bilirubin formed in the reticulo-endothelial sys- 
tem is carried to the liver by the portal vein. In 
each lobule it is excreted from the venous sinusoid 
by the polygonal cells into the bile capillaries. 
However, if the bilirubin content of the incoming 
blood is too high or if the liver cells are damaged, or 
if both conditions prevail the excretion of bilirubin 
is inadequate. The unexcreted portion then banks 
up in the portal blood and passes into the general 
circulation by way of the hepatic vein, causing 
“retention jaundice.” If the bilirubin is duly ex- 
creted, but its passage into the intestine is blocked, 
there is a regurgitation from the overfilled canaliculi 
into the tissue spaces and thence into the periportal 
lymphatics, the venous sinusoids, and the central 
interlobular vein, with resulting ‘regurgitation 
jaundice.” 

The two forms of hyperbilirubinemia may co-exist. 
Jaundice is a visible sign of excess of bilirubin in the 
blood. Spectrophotometry is the more delicate, and 
the van den Bergh test the more easily applied, 
method for the detection and measurement of hyper- 
bilirubinemia. The direct or immediate van den 
Bergh reaction is due to bilirubin that has been 
excreted by the liver cells (regurgitation jaundice), 
and the indirect or delayed reaction represents bile 
pigment retained in the circulation (retention jaun- 
dice). A diphasic reaction indicates that bilirubin is 
present in excess, but does not reveal the mode of its 
entry into the blood. In health, the bilirubin of the 
blood varies between 0.2 and o.5 units (0.1 to 0.25 
mgm. per 100 c.cm.). The icterus index gives only 
quantitative figures and does not differentiate small 
amounts of bile pigment and other coloring sub- 
stances such as those found in carotinemia. 

Retention jaundice, if hemolytic, is never deep. 
It may occasionally disappear though the disease 
persists. Chilling of the body will increase it. Though 
commonly manifested in infancy, its first appearance 
may be delayed for several years. In some members 
of the patient’s family there may be increased 
fragility of the erythrocytes, splenomegaly, and 
anemia but no jaundice, whereas in others jaundice 
may be the outstanding feature. In hemolytic 
icterus an increased quantity of bilirubin passes from 
the bile ducts into the intestine. The urobilinuria 
which is so usual in hemolytic icterus is accounted 
for by the increased amount of urobilin in the bowel. 
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With increased production of bilirubin from the 
blood in hemolytic icterus the liver becomes sur- 
charged with this product and biliary colic or dys- 
pepsia and regurgitation jaundice are likely to occur. 
Of forty cases of hemolytic icterus, symptoms due to 
the gall bladder or biliary ducts occurred in thirteen. 

As a rule the spleen is palpable and often con- 
siderably enlarged. If it is not palpable it may be 
enlarged upward and backward. The degree of 
enlargement of the spleen is not necessarily related 
to the severity of the disease. The dominant part 
played by the spleen is demonstrated by the com- 
plete disappearance of jaundice and anemia follow- 
ing splenectomy. 

The degree of anemia is dependent upon the blood 
destruction and formation. The gravity of the con- 
dition depends upon the amount of marrow required 
to maintain the erythrocyte level as well as the 
number of red blood cells. Symptoms may be ab- 
sent when the erythrocyte count is low. Microcy- 
tosis is present and the reticulocytes are increased. 

In contrast to pernicious anemia, the red blood 
cells are more fragile than normal. In normal blood 
the fragility varies from 0.45 to 0.35, whereas in 
hemolytic jaundice it may be as high as 0.8. How- 
ever, increased fragility is not an essential feature of 
the latter condition. Splenectomy may or may not 
change the fragility of the erythrocytes. An interest- 
ing association between the microcytosis and the 
increased fragility is brought out by the observation 
of Krumbhaar that mammals with the smaller red 
blood cells have the higher fragility. 


This report is based on forty cases. Frequently 


several members of the same family suffering from 


the disease were studied. In one family there were 
nine cases of hemolytic jaundice in four generations. 
In several of the cases reviewed the patient did not 
come under observation until late in life. In about 
40 per cent of the complicated and fatal cases the 
presence of disease of the biliary tract was known. 
Of the twelve deaths, only one followed splenectomy. 
Eight were due to hemolytic anemia, two to cholan- 
geitis, and two to intercurrent disease. 

The results of splenectomy are strikingly good. 
In fourteen cases in which this operation was done 
there was only one death. Even when the anemia is 
severe, recovery is rapid and permanent. Although 
there is no reason why splenectomy should not be 
performed on older patients, children over ten years 
of age stand the operation best. 

If both the spleen and gall bladder must be re- 
moved it is best to remove the spleen first and delay 
the removal of the gall bladder until after recovery 
from the splenectomy. A transverse incision will 
save time. 

Preliminary blood transfusion should receive care- 
ful consideration. Certainly a “pilot”? dose should 
precede transfusion. After careful typing, severe 
jaundice followed transfusion in two cases and ag- 
gravated the patient’s already serious condition. 

Sometimes following splenectomy there is a poly- 
cythemia, sometimes a failure of cure. Because of 
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the occasional polycythemia, Weinert has advocated 
more conservative surgery such as ligation of the 
splenic vessels. The author does not approve of this 
procedure. 

In cases coming to autopsy the spleen is enlarged 
and shows a dark red pulp. On microscopic examina- 
tion, the malpighian bodies are found to be small, 
The most noticeable change is in the pulp, which is 
engorged with red blood cells. The red cells are 
considerably more numerous than the nucleated 
cells, whereas in normal spleen pulp the red blood 
cells and nucleated cells are about equal in number. 
Much hemofuscin and a little hemosiderin are 
present. Gandy-Gamna nodules are found. 

The liver is enlarged and its microscopic appear 
ance closely resembles that seen in pernicious 
anemia. 

The marrow is very rich and cellular and is 
mottled with dark red. It contains no fat. It is 
hemoblastic more than leucoblastic. Normoblasts 
are more numerous than megaloblasts. Mitotic 
figures show a varying prominence. There is a 
tendency toward the formation of extramedullary 
marrow. 

According to these findings there is a struggle to 
form new blood in the marrow as severe blood 
destruction occurs. In hemolytic jaundice the in- 
creased erythrocyte destruction is met, and for a 
time successfully, by increased red cell formation. 
As the capacity for red cell formation declines, the 
blood picture approaches that of pernicious anemia. 

The more closely hemolytic jaundice is studied 
the more the doubt grows as to whether, in the strict 
sense, an acquired form exists. Manifestations in 
early life may be so slight as to pass unnoticed or to 
be forgotten. Eart O. Latimer, M.!) 


Stewart, W. H., and Illick, H. E.: Five Years’ Ex- 
perience with Oral Cholecystography. A. /. 
Roentgenol., 1931, XXv, 602. 


After five years’ experience, the authors conclude 
that the oral administration of the dye for cholecys- 
tography is more satisfactory and reliable than the 
intravenous administration. 

Absence of a shadow or the appearance of only a 
faint shadow in the roentgenogram is often due to 
faulty technique. Therefore numerous roentgeno- 
grams should always be made for comparative study. 
In the authors’ cases tetra-iodophenolphthalein is 
given in sarsaparilla. The dose is regulated accord- 
ing to the body weight. During the fasting period 
all food is withheld and an enema is given routinely. 
Before the roentgenograms are made the patient is 
questioned with regard to the occurrence of diwr- 
rhoea and vomiting. Gas in the stomach or dio- 
denum is removed by having the patient swallow a 
few sips of water or take a few deep breaths. (::s 
in the bowel is removed by enemas. During thie 
exposure the patient is instructed to stop breathing 
completely in order that the outlines of the liver 
edge, kidney, and spine in the roentgenogram miy 
be sharp. 





cated 
f the 
this 


irged 
nina- 
mall. 
ch is 
» are 
ated 
lood 
iber. 

ire 


ear. 
‘Lous 


dis 
[t is 
lasts 


otic 


ce to 
lood 
- in- 
ra 
ion. 
the 
nia. 
lied 
rict 
; in 
r to 


SURGERY OF THE ABDOMEN 341 


Frequently when no gall-bladder shadow is ob- 
tained in the first film, excellent shadows are seen in 
subsequent films. When the shadow is faint in 
numerous films made in two separate examinations, 
the authors often venture a diagnosis of disease. 
Faint shadows are most frequently caused by slight 
jaundice, extrinsic obstructions of the cystic duct, 
duodenal ulcer, fever, obesity, pregnancy, cancer of 
the stomach, vomiting, diarrhoea, hepatic disease, 
severe pancreatic disease, advanced renal lesions, 
and faulty technique. Nothing aids more in correct- 
ing the interpretation of faint shadows than repeating 
the test. Recently the authors have been making 
more extensive studies of cases after the emptying 
meal. Shadows of cholesterin stones are best demon- 
strated when the gall bladder is half contracted, and 
nephrolithiasis and cholelithiasis are best differen- 
tiated during evacuation. Moreover, when the 
shadow of a contracted gall-bladder is obtained, the 
presence of gall stones can be ruled out positively. 

Of thirty cases showing no shadow, the X-ray 
diagnosis was confirmed at operation in all but one, 
and of twenty cases with faint shadows it was con- 
firmed in all. In these cases the greater frequency of 
pathological changes in the outer layers of the gall- 
bladder wall than in the mucous membrane indi- 
cated that there was more interference with con- 
tractility than with concentration. 

STANLEY H. Mentzer, M.D. 


Waters, C. A., and Firor, W. B.: Further Studies in 
the Application of Intravenous Cholecystog- 
raphy and Liver-Function Determination as 
Employed in Office Practice. Am. J. Roentgenol., 
1931, XXV, 590. 


The authors advocate the intravenous method of 
cholecystography which they have found entirely 
satisfactory during the two years they have em- 
ployed it. 

There are three complications which may attend 
the use of this method. The most common and least 
serious is urticaria. This can be controlled by the 
hypodermic administration of adrenalin. Another is 
endophlebitis obliterans, an inflammation of the 
intima of the vein resulting in obliteration of the 
lumen of the vessel and caused by the alkalinity of 
the dye. The third is cellulitis produced by faulty 
technique in the injection. 

The authors use the dye from sterile ampoules 
which has been dissolved in 100 c.cm. of freshly dis- 
tilled water, filtered, and boiled on a water bath for 
twenty minutes. They inject the dye solution and 
normal salt solution by gravity from separate 
burettes, maintaining a 3:1 ratio of salt to dye. 
After the injection, they introduce 50 c.cm. of nor- 
mal salt solution to cleanse the vein. 

The chief disadvantages of the oral method of 
administering the dye are repeated non-fillings and 
faint visualization, which may occur in examina- 
tions of normal subjects as well as examinations of 
persons with disease of the biliary tract. They are 
due to changes produced in the dye before its absorp- 


tion by the acidity of the stomach and the reaction 
of the small intestine and to incomplete absorption 
of the dye by the gastric and intestinal mucosa. The 
intravenous method is free from such disadvantages 
according to the authors’ experience, the intrave- 
nous method is quick and simple, it does not cause 
dangerous reactions, and it produces more depend- 
able cholecystograms than the oral method. In 25 
per cent of cases in which the biliary tract was 
found normal by the oral method it was found 
abnormal by the intravenous technique, and in 25 
per cent of cases in which the findings of the oral 
method were doubtful the biliary tract was found 
normal with the intravenous technique. 

The authors outline the method by which the dye 
is employed for liver-function tests with the Young- 
Elvers universal colorimeter, but conclude that the 
value of this procedure is questionable at the present 
time except in cases with a high retention in which 
operative intervention is contra-indicated. 

STANLEY H. Mentzer, M.D. 


Balice, G.: Regeneration of the Gall Bladder (La 
rigenerazione della cistifellea). Policlin., Rome, 
1931, XXXVili, sez. chir. 213. 

Balice reports experiments on dogs which showed 
that the gall bladder regenerates completely even 
when the greater part of the cystic duct is removed 
with it. Because of this regeneration and the fact 
that calculosis is not merely a local disease of the 
gall bladder, cholecystectomy is not indicated in 
calculous cholecystitis. Stones do not form in the 
gall bladder alone, but are found there more fre- 
quently than in other parts of the biliary tract 
because the anatomical nature of the gall bladder 
favors their accumulation. 

The operation of choice in calculous cholecystitis 
is ideal cholecystotomy or cystendesis followed by 
drainage even in cases in which the gall bladder is 
apparently normal. Cholecystotomy has a much 
lower mortality than cholecystectomy and is no 
more apt than the latter operation to be followed 
by recurrence. Auprey Goss Morcan, M.D. 


Graham, H. F.: The Value of Early Operation for 
Acute Cholecystitis. Ann. Surg., 1931, xciii, 1152. 
The author compared the results obtained in 20 
cases of acute cholecystitis which were operated 
upon within twenty-four hours after the onset of the 
acute symptoms and 178 cases in which operation 
was delayed until the acute symptoms had subsided. 
In the latter group the mortality was higher, the 
operations were more difficult, and postoperative 
complications were more frequent and severe than 
in the former group. Graham therefore concludes 
that operation should be performed early whenever 
possible. STantEy H. MENtTzER, M.D. 


Mackey, W. A.: Cholelithiasis: Some Pathological 
Observations. Glasgow M. J., 1931, Cxv, 225. 


Seventy-five gall bladders removed surgically 
were studied both pathologically and bacteriologi- 
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cally in an attempt to trace the process of stone 
formation. The bacteria found most frequently 
were non-hemolytic streptococci and coliform ba- 
cilli, but in about half of the definitely pathological 
gall bladders no organisms could be discovered. 
Choiecystitis pursues a course of exacerbations and 
remissions, and it was noted that bacteria were 
usually absent during the later period. 

The author believes that cholesterin stones are 
due to metabolic disturbances rather than infection, 
and that the presence of stones predisposes to at- 
tacks of acute cholecystitis. 

Wittiram E. SHackLeton, M.D. 


Gioja, E.: Carcinoma of the Gall Bladder (Sul car- 
cinoma della cistifella). Arch. ital. di chir., 1931, 
XXVili, 603. 

After reviewing the incidence of carcinoma of the 
gall bladder in various clinics, Gioja reports eight 
cases of gall-bladder carcinoma. One of the cases, 
which is of special pathological importance, is re- 
ported in great detail. The patient, a woman fifty- 
one years of age, had had typhoid fever at the age of 
six. She complained of recurrent attacks of pain 
radiating from the right upper quadrant of the 
abdomen to the right scapula, severe nausea, and 
vomiting. These symptoms had been present for 
five months prior to her admission to the clinic. 
Careful clinical and roentgenological examination 
led to a diagnosis of cholecystitis, probably with 
stones. Cholecystectomy was performed. The 
patient recovered and was well when she was last 
seen, one year after the operation. 

Examination of the excised gall bladder showed 


that it was somewhat enlarged and that its walls 


were thickened. The lumen, which contained a 
brownish liquid with fragments of necrotic tissue, 
was partially filled by a soft tumor mass attached 
to the fundus. There were no stones. The mucosa 
was trabeculated and resembled the mucosa of the 
chronically obstructed urinary bladder. The muscle 
layer was thickened. The hyperplasia of the mus- 
culature was attributed to the attempt of the gall 
bladder to expel small pieces of necrotic tissue 
which became separated from the tumor and im- 
pacted in the cystic duct. The colics were due to 
the intermittent cystic duct obstruction. 

Microscopic examination showed hyperplasia of 
the mucosa near the neck of the gall bladder. In 
the vicinity of the attachment of the tumor there 
was a proliferation of the mucosa in the form of 
tubules and cavities which suggested an adenoma. 
The neoplasm was an adenocarcinoma. The tran- 
sition between the adenoma and carcinoma was 
abrupt. 

The author cites cases of adenoma with carcinoma 
of the gall bladder that he was able to find reported 
in the literature and reviews various theories as to 
the relationship of the two neoplasms. Histo- 
pathological studies of human gall bladders contain- 
ing stones or presenting chronic inflammatory 
changes and of similar conditions produced experi- 
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mentally in guinea pigs have shown that the mucosa 
of the gall bladder can be stimulated to give rise, even 
in portions of the organ that do not normally con- 
tain glands (such as the fundus), to true adenoma 
and, according to some investigators, to adeno- 
carcinoma. 

Gioja believes that in his own cases the carcino- 
matous tumor was primary and led to chronic 
irritation and hyperplasia of the adjoining mucosa 
with subsequent proliferation of the adenomatous 
tissue. Peter A. Rost, M.!) 


Mahorner, H. R., and Mattson, H.: The Etiology 
and Pathology of Cysts of the Pancreas. || )¢/. 
Surg., 1931, xxii, 1018. 

Faulty development of an acinus or a duct may 
play a part on the formation of cysts of the pan- 
creas. Cysts due to such a cause are found rarely 
in infants. Trauma at birth may also be a factor. 
Cysts of the pancreas, like those of the liver, are 
sometimes associated with polycystic disease of the 
kidneys. In the pancreas, dermoid cysts are rare. 
The remote possibility that inclusion cysts may be 
present in the pancreas should be borne in mind. 

Of the forty-seven cases of cyst of the pancreas 
in which surgical procedures have been carried out 
at the Mayo Clinic since Judd’s report in 1921, 
there was a history of trauma preceding the onset 
of the symptoms in eight (17 per cent). In many 
cases of cyst of the pancreas following trauma symp 
toms do not develop for weeks or months. In some, 
however, they appear at once. Occasionally the 
history suggests that indirect trauma may produce 
pancreatic cysts. It is possible that the rupture 
of a vessel during the strain of parturition may be 
a cause of such cysts. Russ supposed that in the 
case which he reported the cyst was due to a 
hemorrhagic lesion occurring in the course of puer 
peral sepsis. This suggests that cysts of the pan- 
creas may be produced by sterile or infected emboli 
causing necrotic areas which are subjected to the 
action of the escaped pancreatic ferments, with 
consequent sepsis and hemorrhage. 

The part played by obstruction to the outflow of 
pancreatic secretion in the production of pancreatic 
cysts is not definitely known. Irregular dilatation 
of the duct distal to an area of stenosis produced 
by a carcinoma of the head of the pancreas has 
been observed. Ligation of the pancreatic duct does 
not result in the formation of cysts. Little, if any, 
dilatation occurs distal to the point of ligation. .\s 
partial rather than complete obstruction is the theo- 
retical cause of hydronephrosis and dilatation of tle 
biliary passages, the authors suggest that partial 
obstruction may produce a similar result in the 
pancreas. 

More interesting than the mere passive role vo! 
obstruction is the possibility that gall stones in tlie 
end of the common bile duct may shunt bile inio 
the pancreatic duct. The scftening caused by an 
infarct or the reaction to an infected embolus may 
contribute to the production of a cyst. Cysts which 
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owe their origin to hemorrhage into the tissue 
(apoplectic cysts) and to softening are pseudocysts 
and are not lined with epithelium. 

Tilger advanced the theory that retention and 
obstruction to the outflow of secretion is brought 
about by the fibrosis following chronic interstitial 
pancreatitis. 

The term “proliferating cyst” is encountered fre- 
quently in the literature. Mahorner and Mattson 
classify cysts of this type with neoplasms. Neo- 
plasms of the pancreas produce cysts as the result 
of: (1) an inherent tendency to form a cyst lined 
with epithelium, or (2) degeneration and liquefac- 
tion in such neoplasms. Carcinoma of the pancreas, 
although relatively common, does not tend to cause 
the development of cysts. However, microscopic 
cysts lined with epithelium have been observed in 
such a tumor. 

Multilocular cysts are not necessarily cystadeno- 
mata. Even in benign cysts there may be papillary 
ingrowths or cysts in the wall. Only two cases of 
cystadenoma of the pancreas were found among 
eighty-eight cases of cyst of the pancreas in which 
operation was performed at the Mayo Clinic and in 
twenty cases studied at autopsy. In one of the 
cases a cyst had been drained in January, 1921. 
The pathologist reported cystadenoma. 

Malignant cysts of the pancreas are likewise rare. 
Among the eighty-eight patients with pancreatic cysts 
treated surgically at the Mayo Clinic there were 
four with carcinomatous cysts. 

Kerr reported a cyst, the wall of which he said 
was teratomatous. He did not give a detailed de- 
scription of its histopathological features. 

Cysts of the pancreas caused by parasites are 
rare. They are encysted forms of some of the para- 
sites for which man is the intermediate host. Only 
two types described, echinococcus cyst and cysti- 
cercus cellulose, have been noted by the authors. 


Capper, A.: The Nature of von Jaksch’s Anzemia 
and the Effect of Splenectomy. Am. J. M. Sc., 
1931, CIxxxi, 620. 


The author reports two cases of von Jaksch’s 
anemia which were benefited by splenectomy. 

The first case was that of an Italian boy of four 
years who had had a severe attack of jaundice and 
malaria at the age of nine months and when two and 
a half years old lost weight, became unable to stand, 
sit, or talk, and showed evidences of mental dis- 
turbances. There was no jaundice. The liver was 
moderately enlarged and the spleen could be felt 
below the umbilicus. The hemoglobin was below 
Io per cent, and the red cell count was 1,700,000. 
There was no clot retraction at the end of forty- 
eight hours. During eleven months in the hospital 
the patient had twenty-three transfusions. These 
raised the hemoglobin to 35 per cent and the red cell 
count to 2,400,000. Splenectomy was done because 
the transfusions resulted in only temporary improve- 
ment. The spleen weighed three times as much as 
the spleen of a normal child of the same age. After 


the splenectomy, transfusions were required only 
once a month, whereas before the operation they 
were necessary two or three times a month. 

The second case was that of an Italian girl three 
years old who was born in the United States and at 
the age of seven months had an attack of vomiting, 
diarrhoea, and fever which lasted for nine weeks. 
The spleen was palpable 5 cm. below the costal 
margin. An acute otitis media was present. Drain- 
age of the otitis media and two transfusions were 
followed by considerable improvement. A year later 
the intestinal disturbances recurred and the child 
became emaciated and unable to stand or walk. The 
liver and spleen were both enlarged, the hemoglobin 
was 22 per cent, and the red cell count was 1,900,000. 
During a period of six months eight transfusions 
were given. These doubled the hemoglobin and the 
red cell count. Splenectomy was then performed. 
While there has been no material change in the 
hemoglobin and red cell count, only two trans- 
fusions have been necessary during the two months 
that have elapsed since the operation. 

STANLEY H. MENTzER, M.D. 


Godard, H., and Palios, C.: Splenectomy (La 
splénectomie). Rev. de chir., Par., 1931, 1, 63. 

In experiments on guinea pigs, the authors found 
that splenectomy caused a decrease in the number 
of red cells rather than an increase such as would 
occur if the function of the spleen were purely 
hemolytic. The decrease was followed by an in- 
crease, but the increase showed oscillations for 
quite a long time after the operation. 

In another series of experiments the pedicle of the 
spleen was ligated and the parenchyma sacrificed in 
order to isolate the spleen from the circulation and 
allow the splenic fluid to be absorbed by the peri- 
toneal cavity. This procedure made it possible to 
suppress the hemolytic function of the spleen and 
study the physiological action of the fluid that 
exudes from it. The experiments caused no decrease 
in the number of red blood cells. In the authors’ 
opinion this indicates that the spleen furnishes some 
substance that tends to preserve humoral equilibrium. 

Hyperplasia of the bone marrow occurs after 
splenectomy as well as after the injection of a num- 
ber of protein and colloid substances. Any dis- 
turbance of the colloid composition of the blood 
seems to cause hyperplasia of the bone marrow. 
This is further indirect proof of the influence of the 
spleen on humoral equilibrium, since removal of the 
spleen must cause hyperplasia of the bone marrow 
either by suppressing a substance necessary to nor- 
mal function of the marrow, which is not very 
probable, or by changing the colloidal constitution 
of the blood. 

From a practical surgical point of view the 
authors conclude that the spleen has a secretion the 
suppression of which causes general disturbances 
and postoperative anemia. Splenectomy is there- 
fore a serious operation. The humoral action of the 
spleen is probably dependent upon the splenic 
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reticulo-endothelial system. This would explain 
both the intensity of the symptoms and the readiness 
with which compensation is brought about. 

AupreY Goss Morcan, M.D. 


MISCELLANEOUS 


Overholt, R. H.: Intraperitoneal Pressure. 
Surg., 1931, Xxil, 691. 


Arch, 


The abdomen may be considered a closed box 
with partially rigid and partially flexible walls. The 
specific gravity of the abdominal contents and the 
degree of flexibility of the walls determine the 
pressure at any given point. When the abdominal 
contents sink to the dependent portion of the cavity 
the pressure in the lower part of the cavity is in- 
creased and the pressure in the upper portion is 
decreased. 

A large amount of experimental work has been 
done to demonstrate the pressure conditions in the 
abdominal cavity. Overholt discusses many of the 
factors to be considered in measuring the intra- 
peritoneal pressure and points out the sources of 
error in experimental work on this problem. He 
cites particularly the error of taking pressure read- 
ings at only one point in the abdomen and of using 
an open U-tube water manometer. 

In experiments on dogs, Overholt introduced into 
the abdominal cavity a curved fenestrated cannula 
connected with a closed water-bubble manometer 
devised by Lewis. Changes in air volume from 
temperature variations were prevented by a water 
bath constructed about the manometer. Photo- 
graphic records of the movement of the bubble of 


water were made by projecting a beam of light 
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through the microscope and focusing it on a moving 
film carried in the recording part of an electrocardio- 
graph. With the dog on its back in the horizontal 
position and with the cannula in the epigastrium, 
readings were made on thirty-three dogs. In the 
cases of thirty-two, a mean subatmospheric pressure 
(between inspiration and expiration) was recorded, 
In seventeen dogs which were breathing quietly it 
was found that the pressure in the peritoneal cavity 
decreased during inspiration and increased during 
expiration. With the cannula in the lower par: o 
the abdomen and the animal placed in the horizon 
tal position, the mean pressure in the majority of 
instances was above atmospheric pressure. \\ith 
the animal in the vertical, head-up position, a 
marked fall in the intraperitoneal pressure in the 
upper part of the abdomen and an increase o/ the 
pressure in the lower part of the abdomen \cre 
recorded. Pressure on the abdominal wall with 
binders, inflation of the stomach, and similar pro- 
cedures increased the pressure in the epigastrium 
barely sufficiently to raise it above the atmosph« 
level. The injection of air into the peritoneal cavity 
immediately increased the intraperitoneal pressure 
The injection of 100 c.cm. of air caused an immed- 
iate and marked rise, and subsequent injections 
air caused a slight but not proportional increase. 
Overholt concludes that the intraperitoneal pres- 
sure is exceedingly variable. It is greatest in the 
most dependent portions and lowest in the upper- 
most portions. The fact that the pressure within 
the peritoneal cavity decreases simultaneously with 
the decrease in intrapleural pressure suggests a 
close relationship between abdominal activity «and 
respiration. ALTon OcHsNER, M.1) 
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GYNECOLOGY 


UTERUS 


Lebon and Laffont: A Case of Cardiac Uterus (Un 
cas d’utérus cardiaque). Bull. Soc. d’obst. et de 
gynéc. de Par., 1931, XX, 233. 

The case reported was that of a woman who sought 
treatment for dyspeptic disturbances and bleeding 
from the uterus. The patient was pale and had lost 
1o kgm. in eighteen months. Examination of the 
heart revealed signs of mitral stenosis. On vaginal 
palpation, the uterus was found slightly enlarged. 
The cervix was normal. 

As uterine asystole was suspected, the patient was 
bled, a purgative was given, and 20 drops of crystal- 
lized digitalin were administered daily for three days. 
When the patient was seen again five days later the 
hemorrhages had stopped, the cardiac rhythm was 
slowed from 118 to go, and the rare extrasystoles 
formerly perceived had completely ceased. How- 
ever, the signs of mitral stenosis were clearer than 
at the first examination and to the diastolic thrill 
and the doubling of the second period a very clearly 
perceptible presystolic murmur was added. 

The patient was put on a fruit, vegetable, and 
milk diet containing very little salt, and was ordered 
to take every month a ten-day digitalin cure, during 
which she was to remain on a salt-free diet. When 
she was seen later she reported that she had had no 
further bleeding except when she was under con- 
siderable strain during the illness of a parent. The 
hemorrhages then occurring quickly yielded to the 
combined action of rest, a milk diet, and a cardiac 
tonic. The color of her skin had improved. The 
number of red cells had increased from 2,500,000 to 
4,800,000. The dyspeptic disturbances had ceased 
and the lost weight had been regained. 

As in cases of uterine asystole reported by others, 
there were no other signs of cardiac insufficiency. 
As in Lemierre’s case, examination disclosed no 
oedema of the lower limbs, no hepatomegaly, and 
no rales at the bases of the lungs. The absence of 
the usual signs of cardiac insufficiency may be ex- 
plained by the salutary effect of the uterine hemor- 
thages on the stasis of the inferior caval system. It 
is probable that the bleeding relieves congestion and 
prevents or retards cardiac yielding. PACE. 


Douay and Antonopoulos: Urinary Complications 
Following the Wertheim Operation. Extensive 
Gangrene of the Bladder Wall (Complications 
urinaires aprés |’ opération de Wertheim. Gangréne 
étendue de la paroi vésicale). Gynéc. et obst., 1931, 
xxiii, 196. 


For the past five years Faure has employed the 
Mikulicz abdominal drain following radical hyster- 
ectomy for uterine cancer. This practice has lowered 


345 


the primary mortality rate of 10 to 12 per cent to 
5 or 6 per cent. However, urinary complications 
continue to be a grave source of danger. 

Postoperative urinary retention due to defective 
contractility of the bladder wall caused by injury 
of the bladder innervation may result in cystitis 
which retards healing. Removal of the residual 
urine by catheterization will help to prevent cystitis. 
Urinary fistule present more serious difficulties. The 
ureter may be injured at the time of dissection be- 
cause of its tortuosity when traction is applied to the 
uterus, or it may be compressed in the ligatures sur- 
rounding the vesicovaginal vessels. Necrosis of the 
ureter may result from ischemia produced by cut- 
ting the nerves and blood vessels. This may be pre- 
vented by careful dissection leaving the external bor- 
der of the ureter undisturbed. Vesical fistula may 
result directly from perforation of the bladder or 
secondarily from compression of diverticula in liga- 
tures surrounding the vesicovaginal vessels. 

Bladder necrosis resulting from ischemia produced 
by cutting the nerve and blood supply of the bladder 
may become very extensive. The authors report in 
detail two cases of this condition. In the first case 
the necrosis occurred on the lateral wall of the 
bladder near the point of convergence of the ureters 
and was recognized on the twentieth day after the 
operation when a piece of macerated tissue measur- 
ing 15 by 20 cm. and identified on microscopic 
examination as being derived from the bladder 
wall was expelled through the abdominal incision. 
The anterior wall of the bladder and the trigone 
were unaffected. An abdominal drain was inserted. 
A vesicovaginal fistula developed and continued to 
drain for ten weeks after the operation. At the end 
of that time it was closed surgically. The abdom- 
inal incision then closed gradually. Two months 
later the patient began to urinate normally and 
examination showed the formation of a new bladder 
with a capacity of 50 c.cm. Four and one-half 
months later the bladder capacity had doubled. 

In the second case reported there was extensive 
necrosis involving the median wall. Prolonged con- 
valescence complicated by abdominal and vaginal 
fistule resulted in the formation of a new bladder 
with a capacity of 60 c.cm. 

It was thought that the necrosis in these cases 
might have been due to ligation of the hypogastric 
arteries which was done to prevent hemorrhage 
during the course of the operation. While Hisgen 
has reported a similar case in which the hypogastric 
arteries were not ligated, the authors consider it 
advisable to abandon this procedure because of the 
danger that would be associated with it in the 
presence of anomalies in the arterial supply of the 
bladder. Harorp C. Mack, M.D. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Spirito, F.: Experimental Research Regarding the 
Possibility of the Taking and Functioning of 
Autoplastic and Heteroplastic Transplants of 
Tubes (Ricerche sperimentali sulle possibilita di 
attechimento e di funzione di trapianti auto ed omo- 
plastici di tuba). Arch. di ostet. e ginec., 1931, XXxviii, 
301. 


Spirito reports experiments on rabbits and rats 
in which a segment of the horn of the uterus was 
transplanted with or without the tube and ovary. 
In some of the experiments the transplantations 
were made from one side to the other of the same 
animal, and in others from one animal to another. 

In the majority of the animals the grafts took, 
and in some of them the transplantation was fol- 
lowed by pregnancy. In no instance was a fertilized 
ovum implanted on the graft. In about half of the 
animals the tubes remained impervious at the site 
of the sutures. The author thinks that this will 
rarely occur in clinical cases if Kakuschkin’s tech- 
nique is used, the anterior fold of the broad ligament 
being sutured carefully to that of the graft and the 
posterior fold to the posterior fold. From his own 
experimental work and the clinical work of Kakusch- 
kin, Spirito concludes that this is a promising method 
of treating sterility due to impermeability of the 
tubes. Auprey Goss Morcan, M.D. 


Cotte, G.: Painful Ovulations (Les ovulation doulou- 
reuses). Rev. frang. de gynéc. et d’obst., 1931, xxvi, 
129. 

Attacks of more or less acute intermenstrual pain 
associated occasionally with elevations of the tem- 
perature coincide in some women with the time of 
ovulation. These attacks occur usually from ten 
to twelve days after menstruation and are accom- 
panied by pain and leucorrhoea and occasionally by 
uterine bleeding. While they have received con- 
siderable attention in the literature, very little of a 
definite nature is known regarding them, reports 
and opinions varying greatly. Many apparent con- 
tradictions are due to the fact that the symptoms 
do not always have the same cause. In a certain 
number of cases, rupture of the follicle has given 
rise to a pelvic hematocele. The symptoms (syn- 
cope, pallor, and pelvic pain) closely simulate those 
of tubal abortion or tubal rupture, but the amount 
of internal hemorrhage is very small in comparison 
with that occurring in ectopic gestation. Massive 
internal hemorrhage of ovarian origin generally re- 
sults from a ruptured corpus luteum rather than 
from a ruptured follicle as the blood supply of the 
corpora lutea is more abundant than that of the 
follicles. 

Ovulation disturbances are of two types, the 
uterine type and the ovarian type. Those of 
the uterine type are characterized by hypogastric 
pain, cystalgia, and anal tenesmus and usually 
occur in women with uterine hypoplasia. Those of 
the ovarian type are characterized by lumbar pain, 
severe pain in the right or left lower quadrant of 
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the abdomen, and pain radiating from the kidney 
region to the thigh. The monthly recurrence of 
these symptoms often leads to neuroses. 

The pathogenesis of ovulation disturbances js 
little understood. Sclerosis of the albuginea leading 
to difficulty in rupture of the follicle, chemical 
peritonitis following rupture of the follicle, and 
vagosympathetic disturbances resulting from hor- 
mone activity have been suggested as explanations, 
Bouilly has noted that the symptoms are never 
present in women with uterine or adnexal dise.ise, 
The frequent finding of ovarian enlargement at the 
time of the symptoms suggests to the author that 
their cause lies in some alteration of the ovarian 
parenchyma. The failure of any one mode of tr: at- 
ment to effect a cure in all cases substantiates his 
theory that the causes are multiple. 

In cases in which congestive symptoms pre- 
dominate, hydrastis and hamamelin have hcen 
found of value. When the symptoms are chicily 
neuralgic, sedatives are helpful. Glycerin tampons, 
gynecological massage, and warm hydrotherapy oc- 
casionally give relief. Diathermy is of no value, 
In cases with abnormal mobility of the uterus asso- 
ciated with prolapse of the ovary, the use oi a 
pessary is beneficial. In extreme cases of this type, 
suspension of the uterus may be indicated. Sepzra- 
tion of adhesions surrounding the ovary sometimes 
has good results. When the adhesions are uni- 
lateral, the author advises unilateral odphorectomy. 
In the cases of women who are unable to bear chil- 
dren because of abnormalities of the genitalia, 
Cotte has transplanted the ovaries into the omen- 
tum, a procedure which preserved the menstrual 
function. He has performed this operation in 
twenty cases with failure in only one. He is unable 
to account for the persistence of the intermenstrual 
pain in one case as the nervous connections of the 
ovary were separated before the transplantation 

Harotp C. Mack, M.D 


Wehefritz, E., and Gierhake, E.: The Specificity of 
the Female Sex Hormone (Ueber die Speziiitaet 
des weiblichen Sexualhormons). Zentralbl. f.Gynuci:., 
1931, p. 16. 


The authors report studies carried out to deter- 
mine whether each type of organism possesses its 
own distinct sex hormone or whether the same cele- 
mentary hormonal substance is present in all orga 
isms regardless of their biological species. A review 
of the results of the many hormone studies on ani 
mals which have been carried out to date shows 1! 
in a large number of animal species the female ~ 
hormone of one species is capable of producing ' 
sexual changes in an animal of another species. 
has been proved that, among mammals, the femile 
sex hormones are biochemically identical. Fish : 
birds have also been subjected to experiments. ( 
roborating the findings of Riddle and Zawadow: 
the authors demonstrated that the female sex |) r- 
mone of mammals exerts an isosexual effect in ‘| 
avian organism. Following injections of menform: 
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or progynon into recently incubated hens’ eggs, they 
obtained an antagonistic inhibition of the primary 
and secondary sex characteristics of male chick 
embryos. Moreover, the chickens developed female 
plumage. In another series of investigations, the 
authors found that the hormones of the ovary of the 
hen are capable of producing oestrus in mice, as 
shown by the Allen and Doisy test. 

As the result of the growing recognition of the 
universal existence of sex-determining substances, 
representatives of the lower vertebrates have also 
been subjected to hormone studies (Sereni, Loewe, 
Lange, and Kaer). Although a great deal still re- 
mains to be learned (especially with regard to the 
aplacentalia and anura), the findings of the investi- 
gations carried out to date may be considered to 
support the conception of the universal non-specific 
character of the female sex hormone in the entire 
class of vertebrates. Some investigators have 
searched the plant kingdom for substances resem- 
bling the animal hormones in their action. Loewe, 
Lange, and Spohr were able to extract substances re- 
sembling the female sex hormones (thelykinine) from 
the blossoms of the yellow water lily and from willow 
catkins. It is noteworthy that thelykinine is most 
abundant in the female portions of the blossoms. 
Blotevogel, Dohrn, Faure, and Poll made studies of 
sugar beet seeds, potato bulbs, parsley roots, cher- 
ries, plums, and yeast cells. These investigations 
were similar to the studies made by the authors. 

The authors selected first for their studies the 
almost completely mature sunflower (helianthus 
annuus). This they separated into two parts, the 


germinal centers and the discoid blossoms. Eight 
hundred grams of seed grains and pods were ground 
up and extracted with alcohol and water and the 
extract was treated according to the separation 


method suggested by Butenandt. The remaining 
generative portion of the flower was treated in the 
same manner. In this way the authors succeeded in 
extracting substances which very definitely called 
forth the vaginal signs of cestrus shown by vaginal 
smears and caused enlargement of the uterus in 
white mice. On microscopic examination the ovaries 
of the mice showed mature follicles and corpora 
lutea. From the remaining generative portions of 
the flower an extract of only very low potency could 
be obtained. 

If the specific organic action of the female hor- 
monal substances of mammals is effective also in 
lower organisms, thelykinine must contain a specific 
substance which acts directly upon the female or- 
gans of animals and the regenerative systems of 
plants. Accordingly it appears that there exists in 
the organic world an elementary substance which is 
responsible for the characteristics of the female sex. 

WEHEFRITzZ (G). 


King, E. S. J.: The Association of Ovarian Neo- 
plasms with Endometrial Hyperplasia. Aus- 
tralian & New Zealand J. Surg., 1931, i, 28. 


King reports three cases of tumor of the ovary of 
the stromatogenous variety associated with abnor- 
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mality of the endometrium. In the majority of cases 
of endometrial hyperplasia with ovarian involve- 
ment, lutein cysts or granulosa-cell tumors have 
been present, but in King’s cases the tumors were 
apparently derived from the stroma tissue of the 
ovary. It is known that under normal conditions 
certain constituents of the ovary have a powerful 
influence on the endometrium. The corpus luteum 
is responsible for the embedding of the ovum and is 
essential for the formation and maintenance of the 
decidua. These processes fail to occur or they retro- 
gress if the ovary is removed or the corpus luteum is 
cauterized. Recent experiments on animals have 
demonstrated that the graafian follicle produces a 
secretion which is similar to that of the corpus luteum 
and has a powerful effect on the endometrium and 
the vaginal epithelium. This substance has been 
found in follicular cysts and has been obtained at 
operation on human subjects. Investigations have 
shown also that the various stages in the develop- 
ment of the endometrium may be correlated with 
the various stages of the development of the follicles. 
A persistent luteal cyst may be associated with, 
and presumably may produce, hypertrophy of the 
endometrium. As the amount of luteal tissue in the 
walls of the cyst may be quite large, it is probable 
that the excess secretion is responsible for the abnor- 
mality. One of the author’s cases of solid stroma- 
cell tumors showed invasion of the muscle coat and 
the formation of an adenomyoma of the rectovaginal 
septum. In another, an endometrial neoplasm was 
found. Harry W. Fryx, M.D. 


Klaften, E.: Clinical and Anatomical Considera- 
tions of the Granulosa-Cell Tumors of the 
Ovary (Zur Klinik und Anatomie der Granulosazell- 
tumoren des Eierstockes). Monatsschr. f.Geburtsh. u. 
Gynaek., 1930, Ixxxvi, 392. 

After a review of the literature, the author reports 
four cases of granulosa-cell tumor of the ovary with 
postclimacteric hemorrhage. 

The first case was that of a woman fifty-six years 
of age who had borne four children and had had three 
abortions. After the menopause, which occurred in 
her forty-ninth year, the patient began to have 
hemorrhages lasting an entire month with only 
brief remissions. Gynecological examination re- 
vealed a tumor larger than a fist on the left side of 
the pelvis. At laparotomy, complete removal of the 
uterus and adnexa was done. Microscopic exami- 
nation of the tissues removed disclosed a granu- 
losacell tumor of the ovary and cystic glandular 
hyperplasia of the endometrium. 

The second case was that of a woman fifty-six 
years of age who had borne two children and had 
had four abortions. The patient had passed the 
menopause in her forty-sixth year. Three months 
before she was seen by the author she had a sudden 
hemorrhage from the vagina, and since then the 
bleeding had recurred intermittently. Gynecological 
examination revealed a tumor of the left ovary the 
size of an apple. Complete extirpation of the uterus 
and adnexa was done. The operation was followed 
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by irradiation because the tumor was soft and fri- 
able. The neoplasm was partially cystic and showed 
areas which had a moiré-like arrangement of the 
tumor cells and other areas suggesting cylindrical- 
cell carcinoma. The endometrium presented the 
changes of small cystic glandular hyperplasia. 

The third patient was a woman fifty-four years of 
age who had borne nine children and for six years 
had had periods of alternating hemorrhage and 
amenorrhoea. A tumor could be palpated to the left 
of the uterus. At operation, the uterus and adnexa 
were removed. The tumor was ruptured and numer- 
ous whitish-yellow particles (ascites) escaped. The 
solid portions of the tumor showed the picture of a 
folliculoid carcinoma. Besides adenomyosis uteri 
internus, there was a cystic glandular hyperplasia of 
the endometrium. 

The fourth patient was a woman sixty-two years 
old who had borne ten children and had passed the 
menopause in her fifty-first year. She entered the 
hospital with a profuse vaginal hemorrhage which 
had begun nine days previously and lasted fourteen 
days. A tumor the size of a hen’s egg was found to 
the left of the uterus. The uterus and adnexa were 
extirpated by the vaginal route. On microscopic 
examination the neoplasm was found to be a granu- 
losa-cell tumor. The endometrium showed cystic 
glandular hyperplasia. 

The clinical prognosis in these cases is usually 
favorable. Distant metastases practically never oc- 
cur. The growth of the tumor is usually slow. 

In addition to the cases cited, the author reports 
two cases occurring in women during the child-bear- 
ing period. 

The first was that of a nullipara thirty years of age. 
The beginning of menstruation at the age of twelve 
and one-half years was followed by a two-year period 
of amenorrhcea. Then, for a while, menstruation 
occurred once a year. In 1925, it occurred twice, and 
in 1926 only once. In 1927 and 1928 there was 
amenorrhoea. Uterine hemorrhage began in May, 
1929, and continued with short remissions until the 
patient’s admission to the hospital on Feburary 11, 
1930. A tumor the size of a fetal head was found to 
the left of the uterus. The pubic hair showed a male 
type of distribution. The basal metabolism was in- 
creased 24 per cent. Laparotomy disclosed ascites. 
The tumor mass was found twisted about 360 de- 
grees. It was removed with the fallopian tube. The 
uterus was enlarged and soft as in early pregnancy. 
In addition to abundant connective tissue elements, 
the tumor contained elements of the cylindrical and 
follicular type. The endometrium showed cystic 
glandular hyperplasia. 

The second case was that of a nullipara twenty- 
three years old. Menstruation had been irregular for 
two years. Curettage was followed by temporary 
improvement. There was a male type of hair distri- 
bution. Palpation revealed an enlarged and cystic 
right ovary. Treatment with gravitol and pituigan 
was followed by temporary improvement. After 
eight months, the curettage was repeated. The 
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endometrium was hyperplastic. Two months later 
the hemorrhage recurred. Treatment with men- 
formon caused no improvement. About three weeks 
later laparotomy was performed. The uterus was 
enlarged and soft. The right ovary presented a 
tumor the size of a child’s fist. The tumor was re- 
moved. During the next six months the patient 
menstruated regularly. Microscopic examination 
revealed a granulosa-cell tumor of the ovary and 
cystic glandular hyperplasia of the endometrium. 
Following these case reports the author discusses 
the clinical diagnosis, the differential diagnosis, and 
the treatment. Of great importance is the constant 
finding of cystic glandular hyperplasia of the endo 
metrium. In three of the author’s cases glycogen 
was demonstrated in the endometrium after the 
menopause. Hans O. NEUMANN (G). 


Johnson, W. O., and Miller, A. J.: Primary Carci- 
noma of the Oviduct. Amn. Surg., 1931, xciii, 
1208. 


Primary carcinoma of the oviduct is very rare; 
only 250 cases have been reported. Little is known 
as to the cause. The earliest and most constant 
symptom is pain in the iliac regions. In some cases 
a vaginal discharge may be present. Menstruatiun 
is usually disturbed. Weakness and loss of weight 
occur in about 25 per cent of the cases. The rari‘, 
of the condition and the absence of characteristic 
signs and symptoms make the diagnosis difficult. 

The best form of treatment in early cases is block 
dissection of both oviducts and ovaries and the 
uterus with wide dissection of the broad ligaments 
and parametrial areas. If there is any chance that 
metastasis has occurred, thorough postoperative ir 
radiation is indicated. A three-year cure has been 
obtained in only about 4.5 per cent of the cases 
reported. 

Three types of carcinoma of the oviduct have 
been described; (1) a papillary type, (2) a type with 
epithelium arranged in imperfect gland-like struc 
— and (3) a type with squamous-like epithelia! 
cells. 

The authors report a case in which operation was 
performed. T. Fioyp BELL, M.D. 


Moulonguet, P., and Mallet, L.: The Indications 
for Radiotherapy in Cancers of the Ovary (lcs 
indications de la radiothérapie dans les cancers de 
Vovaire). Bull. Soc. d’obst. et de gynéc. de Par., 1931, 
XXX, I51. 

Ovarian neoplasms differ from other neoplasms 
in their histogenesis, character, anatomical and 
clinical evolution, and radiosensitivity. This fact 
must be borne in mind in considering the effects of 
irradiation upon them. The authors report the 
results of irradiation in five cases of different types 
of ovarian malignancy. 

In the first case the tumor was a germinative 
epithelioma (seminoma), an extremely radiosen:i 
tive neoplasm. The patient survived for four years 
after treatment. 
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In the second case an ovarian sarcoma was found. 
Tumors of this type are radiosensitive. The patient 
survived for more than two years after irradiation. 

The tumor in the third case was an ovarian 
folliculoma. This neoplasm was radiosensitive, but 
grew rapidly and formed diffuse metastases. The 
patient survived only six months after the treatment. 

The neoplasm in the fourth case was an ento- 
dermal epithelioma. This tumor was moderately 
radiosensitive. The patient lived eighteen months 
after the first treatment. 

In the fifth case the neoplasm was a papillary 
epithelioma. This tumor was radioresistant. 

Seven cases which could not be diagnosed accu- 
rately were also treated by radiotherapy. Two of 
the patients survived for eight years and one for 
nine years after the treatment. 

lo be effective, the treatment must be begun as 
early as possible and must be sufficiently extensive 
to cover all regions susceptible to invasion by the 
peritoneal or lymphatic routes. Metastases must be 
treated, whatever their location. It is possible to 
arrest the progress of even radioresistant tumors. 
The authors have noted no untoward effects follow- 
ing extensive irradiation. Haroip C. Mack, M.D. 


Béclére, A.: Seminoma of the Ovary and Post- 
operative Radiotherapy of Ovarian Cancers (Le 
séminome de l’ovaire et la radiothérapie postopér- 
atoire des cancers ovariens). Bull. Soc. d’obst. et de 
gynéc. de Par., 1931, Xxx, 160. 


Seminoma of the ovary is little understood and to 
date has been mentioned almost exclusively in the 


French literature. This neoplasm develops from a 
congenital anomaly (ovario-testis) and is character- 
ized by extreme radiosensitivity. In a case reported 
by Hauche, a single X-ray irradiation caused the com- 
plete regression of a tumor which occupied the entire 
pelvis and of a recurrence which developed a year 
later. The patient has now remained in good health 
for two years. 

The author cites briefly the reports of three cases 
of ovarian malignancy published in the German 
literature which, largely because of their rapid 
response to irradiation, he believes were cases of 
ovarian seminoma although they were not recog- 
nized as such. While other ovarian cancers do 
not respond to irradiation as well, Béclére considers 
the results in these conditions to be sufficiently sat- 
isfactory to warrant further trials of the treatment. 
He makes the following recommendations: 

Exploratory laparotomy should be performed in 
all cases of ovarian tumor. Operable cases should be 
treated by radical operation. In partially operable 
cases an operation as complete as possible should be 
done. In inoperable cases, biopsy should be done 
and the ascites removed. In all inoperable and par- 
tially operable cases and all cases of recurrence after 
operation, systematic irradiation should be carried 
out. Postoperative irradiation is indicated in oper- 
able cases in which the process was bilateral, those 
in which the tumor was surrounded by adhesions, 
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and those in which there was a break on the surface 
of the neoplasm. In cases with induration in the 
cul-de-sac of Douglas or invasion of the cervix, 
radium and X-ray therapy should be combined. 
Béclére prefers the administration of deeply pene- 
trating, well-filtered X-rays projected at a distance 
and given in fractional doses over a prolonged period 
to intensive treatment with strong doses given over 
a short period. Harotp C. Mack, M.D. 


EXTERNAL GENITALIA 


Stieve, H.: Apparently Cyclic Changes in the 
Vaginal Epithelium (Ueber angebliche cyclische 
Veraenderungen des Scheidenepithels). Zentralbl. f. 
Gynack., 1931, Pp. 194. 

After critically reviewing the literature on ap 
parently cyclic changes occurring in the vaginal 
mucosa, the author summarizes his own findings 
and conclusions as follows: 

In different parts of the human body, and es- 
pecially in certain parts of the lining of the oral 
cavities, the oesophagus, and the vagina, a stratified 
uncornified pavement epithelium is found. This 
consists usually of two not distinctly separated 
layers. The deeper layer is the germinal layer, in 
which new cells are continually being formed. In 
its region distinct cell fibers and interstitial cell 
bridges are to be observed. The inner layer lying 
toward the surface consists of more or less markedly 
flattened cells which reveal no cell fibers and inter- 
stitial cell bridges. The cells of this layer are cast 
off in larger or smaller numbers according to the 
mechanical demands made upon them. Depending 
upon their fluid content, they seem to be more or 
less swollen. When they are very markedly swollen 
and loosened, they are often cast off in very large 
numbers, especially if they are acted upon mechani- 
cally. The author found this to be the case in the 
cesophagus of a man who had vomited. 

In the vagina, the inner layer of cells that are 
often markedly loosened up during the premenstrual 
stage are partially washed out by the blood escaping 
during menstruation. This accounts for the belief 
of many investigators that the inner layer of cells 
is cast off during menstruation. In many cases there 
is no trace of cornification. In isolated areas of the 
epithelium, especially in those upon which more 
marked mechanical demands are made at times or 
continuously, there appears in the region of the 
stratified, uncornified pavement epithelium a special 
layer which more or less distinctly separates the 
two always demonstrable layers from each other. 
This is formed by from one to six layers of 
cells, the cystoplasm of which show the most 
delicate granulation and the signs of beginning 
cornification, and the nuclei of which appear very 
small and contracted and show no evidence of a 
minute structure. The cells lying in the direction 
of the lumen from this layer often appear markedly 
swollen, being changed by the secretions of the 
numerous glands situated in the region of the 
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mucous membrane. In the vagina, the cervical 
glands take over this function. If such a mucous 
membrane is subjected to marked mechanical de- 
mands or is very succulent, the innermost layer of 
cells down to the intra-epithelial cornification layer 
may be rubbed off. If in such a mucous membrane 
the moistening effect of the mucous glands lying in 
the vicinity or in the submucosa is lacking, as in 
prolapse of the vagina, the signs of cornification 
increase markedly and in a short time the mucous 
membrane shows the structure of the stratified, 
cornified pavement epithelium of the skin and the 
intra-epithelial layer of cornification is the stratum 
lucidum. There can be no doubt that in the cesopha- 
gus and the epithelium of the oral cavity the various 
pictures observed are produced, at least in part, by 
the different mechanical demands. 

The various parts of the mucous membrane of 
the vagina in women who have sexual intercourse 
regularly are subjected to very different mechanical 
demands. This fact explains why investigators have 
observed different pictures in different parts of the 
mucosa. It is evident that the crests of the folds of 
the mucous membrane are subjected to greater irrita- 
tion than the furrows between them. 

Up to the present time it has not been shown that 
these different conditions of the vaginal epithelium 
are dependent in any way upon the activity of the 
ovary. It appears only extremely probable that, as 
the author stated in 1925, the mucous membrane 
of the vagina is thicker, more moist, and more 
filled with blood before menstruation than during 
the postmenstrual and interval periods. In fact, 
many women admit that the vaginal secretion is 
greater in amount in the premenstrual stage. It is 
noteworthy that the individual cells of the epithe- 
lium, at least in some cases, are larger in the pre- 
menstrual stage than in the postmenstrual and 
interval stages, whereas those in the oral cavity 
and the cesophagus remain unchanged. 

The different grades of the development of the 
intra-epithelial zone of cornification can be observed 
not only in the vaginal epithelium during every 
period of the menstrual cycle, not only in amenor- 
rhoeic women and matrons, and not only in various 
grades of development in different parts of the 
vaginal mucous membrane of the same woman, but 
also in exactly the same development in the epithe- 
lium of the oral cavity and the cesophagus of women 
and men. 

The author leaves undecided the question as to 
whether it is necessary to regard the various con- 
ditions of the vaginal epithelium to which Dierks 
first called attention as the expression of regular 
changes induced by the endocrine activity of the 
ovary. Hans O. NEuMANN (G). 


Baldwin, L. G.: Primary Carcinoma of the Vagina 
in a Girl of Fourteen Years. Am. J. Obst. & 
Gynec., 1931, Xxi, 728. 

Soon after her marriage in her fourteenth year the 
patient whose case is reported in this article com- 


plained of a bloody vaginal discharge. Biopsy dis- 
closed a medullary squamous-celled carcinoma of 
the right vaginal wall. Radium was used, but the 
patient did not return for further treatment. 

Eleven months later the entire right side of the 
vagina from just within the hymenal ring to the 
vault, the right side of the cervix, and, to a lesser 
extent, the left side of the cervix were involved by a 
friable necrotic mass. The right broad ligament was 
also markedly infiltrated, and there was some in 
volvement of the left broad ligament. Biopsy con 
firmed the previous diagnosis. As the condition was 
considered inoperable, X-ray treatment was given. 
The bloody discharge gradually ceased, but the pa 
tient became weaker and four months later died 
from a massive hemorrhage. 

Similar cases from the literature are reviewed 
briefly. E. L. Cornett, M.D. 


MISCELLANEOUS 


Ivanov, N. Z.: The Paths of Extension of Inflam- 
matory Processes in the Female Genital Organs 
(Des voies de propagation des processus inflamni- 
toires dans les organes génitaux de la femme). 
Gynéc. et obst., 1931, xxii, 208. 


The cervix and the endometrium are quite gen 
erally considered to be the main portals of entry of 
infections involving the internal genitalia of the 
female. The author’s investigations in cases of 
gonorrhoeal vaginitis have shown that the vagina 
is very susceptible to infections of all types. Vaginal 
infections involve the entire vaginal wall and ex 
tend to the paravaginal connective tissue, but rarely 
enter the cervix. 

More than 50 per cent of all women show evi 
dence of a vaginitis of greater or lesser degree. On 
microscopic examination of the internal genitalia of 
sixty female cadavers, parametrial infiltrations were 
found in twenty-two. The microscopic picture 
showed that, after penetrating the vaginal or uterine 
mucosa, the infection became localized in the para 
vaginal or parametrial connective tissue, travelling 
along the blood vessels and lymphatics and between 
the muscle bundles. In this manner it sometimes 
ascended to the region of the kidneys. Clinical and 
anatomical studies have demonstrated extension of 
this type so frequently and with such definite regu 
larity that the author believes it occurs according 
to a certain law. The musculovascular plexus in 
volved joins with the myometrium and has been 
shown by Ivanov to represent the remains of the 
wolffian body. In the region of the cervix it becomes 
thickened to form the so-called cardinal ligament. 
Infections frequently penetrate the cardinal lig: 
ment and in this manner reach the myometrium. 

The mucous membrane of the cervix rarely con 
stitutes the portal of entry of infection into thx 
myometrium. The infection travelling along the 
paravaginal plexus reaches the level of the corpus 
uteri. From there it may penetrate the myometrium, 
but it seldom extends to the endometrium. The 
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sclerosis so frequently observed in the myometrium 
is a result of these infections. The endometrium is 
rarely the primary site of infection. 

Although the ovary is seldom infected directly, 
follicular atrophy is often demonstrable and must 
be attributed to toxic agents. 

Inflammatory processes involving the tubes sel- 
dom spread from the endometrium. As a rule they 
involve only the distal portions of the tube, the 
proximal portions being unaffected. In the author’s 
opinion, this is evidence of infection by the para- 
vaginal route. 

Ivanov concludes from his study that the para- 
vaginal plexus is important in the extension of 
infections involving the internal genitalia of the 
female. Harotp C. Mack, M.D. 


Fluhmann, C. F.: Hyperplasia of the Endometrium 
and the Hormones of the Anterior Hypophysis 
and the Ovaries. Surg., Gynec. & Obst., 1931, lii, 
1051. 

Hyperplasia of the endometrium is not only an 
important factor in abnormal uterine bleeding, but 
presents an interesting endocrine problem, the solu- 
tion of which should do much to further our under- 
standing of the phenomena of menstruation. It is 
not a purely local change but a part of a definite 
clinicopathological entity. Some of its obscure fea- 
tures have recently been clarified by advances in our 
knowledge of the sex hormones of the anterior lobe 
of the hypophysis and the ovaries. 

The author’s study was undertaken to determine 
the relationship between the various hormones and 
hyperplasia of the endometrium. Hyperplasia of the 
endometrium was found in 2.8 per cent of 1,700 pa- 
tients admitted to the Gynecological Service of the 
Stanford Hospital and in 12.2 per cent of 507 women 
with abnormal uterine hemorrhage. It may occur 
at any time during active sexual life, and has been 
observed in the postclimacteric period, but is most 
common just before and during the menopause. Of 
the cases reviewed by the author, approximately 75 
per cent were those of multipare. The outstanding 
sign of the condition is uterine hemorrhage. The 
bleeding may occur at definite intervals or may be 
prolonged, continuous, or intermittent. In the cases 
reviewed, no relation between the hyperplasia of the 
endometrium and systemic disease was established, 
but in about 30 per cent there was an associated 
pelvic condition. 

The pathological material studied by the author 
consisted of a single specimen of curettings in 50 
cases, 2 specimens of curettings obtained at different 
times in 1 case, curettings and the uterus (removed 
at a later period) in 8 cases, and the uterus alone in 
16 instances. 

The endometrium is often so markedly thickened 
and cedematous that large amounts of material may 
be obtained at curettage. Microscopic examination 
discloses a marked hyperplasia of both the glands 
and the stroma, absence of the cyclical changes of 
menstruation, and a disorderly arrangement of the 
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glands. Three main types of glands are seen: 
(1) glands lined by a single layer of cylindrical 
epithelium, (2) cystic glands with a low cuboidal 
epithelium, and (3) glands with stratified cylindrical 
epithelium. Specimens obtained during the occur- 
rence of bleeding show areas of necrosis and throm- 
bosis of blood vessels and an extensive infiltration 
with leucocytes. Epidermization is occasionally 
noted and may suggest carcinomatous changes. The 
associated presence of carcinoma has been reported. 

The ovaries of patients with hyperplasia of the 
endometrium characteristically show the presence of 
cystic ripening follicles, atretic follicles, and theca 
lutein cysts, and absence of mature corpora lutea. 
A number of cases of ovarian new growths have 
been reported. To these the author adds a case of 
granulosa-cell carcinoma. 

Functional studies have demonstrated an exces- 
sive production of cestrin during the course of the 
disease. The term “hyper-cestrinisim” is suggested 
to describe the condition. In only 1 of 10 cases did 
the blood show large amounts of the sex hormone of 
the anterior lobe of the hypophysis. There is evi- 
dence suggesting that hyperplasia of the endo- 
metrium is the direct result of overstimulation of the 
endometrium by cestrin and complete absence of the 
influence of progestin. 

The chief local factor producing hemorrhage is 
tissue disintegration. Two possibilities regarding 
the occurrence of necrosis in the endometrium are 
discussed; (1) sudden cessation of cestrin production, 
such as would occur consequent to the death of the 
ovum and atrophy of the follicle, and (2) prolonged 
excessive cestrin stimulation such as would result 
from the persistence of cystic ripe follicles. 

While the etiology of the condition is still obscure, 
the hyperplasia is evidently the result of an endo- 
crine disorder rather than a local pelvic condition. 
Involvement of the anterior lobe of the hypophysis 
may be a factor. 

In the cases of young women the most satisfactory 
treatment is repeated curettage, and in the cases of 
women of the menopausal age, the intra-uterine 
application of radium. Harry W. Fink, M.D. 


Reisach, A.: Report of the Results of Surgical and 
Roentgen Treatment of Genital Carcinomata 
in the Period from 1917 to 1927; Cure of a Case 
of Racemose Sarcoma Occurring in a Child 
(Bericht ueber die Ergebnisse der von 1917-1927 
operierten und strahlenbehandelten Genitalcar- 
cinome und ueber einen geheilten Fall von Trau- 
bensarkom beim Kinde). 
XXXVii, 341. 


This statistical study, based upon an experience 
of eleven years, is divided into 2 parts, the first 
covering the five-year period from 1917 to 1924, and 
the second, the three-year period from 1925 to 1927. 
The results obtained during the first period are 
discussed. 

In the first period, 41 per cent of the carcinomata 
of the cervix were found to be operable. Surgery 
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and radiotherapy produced an absolute cure in 15 
per cent of the cases. Of the 178 women with an 
inoperable carcinoma, 12 who were treated by 
radium and X-ray irradiation were free from recur- 
rence at the end of five years. Sixteen inoperable 
patients who did not receive radiotherapy and 32 
who were treated only with radium died. The in- 
cidence of cure in the inoperable cases was there- 
fore 1o per cent. 

Radiotherapy was applied to operable as well as 
to inoperable cases. Of 50 women with operable 
cervical carcinomata, 12 (24 per cent) were alive at 
the end of five years. Sixty women were treated 
surgically—s57 according to the Werthheim tech- 
nique and 3 by vaginal operation. The primary 
mortality was 10 per cent, and incidence of relative 
cure, 35 per cent. 

Nine cases of carcinoma of the fundus uteri were 
treated. Three were operated upon by the abdom- 
inal route and 3 by the vaginal route, and 3 were 
irradiated. At the end of five years, 5 of the patients 
were free from recurrences, 2 after each of the 2 
types of surgical treatment. 
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Of 12 women with carcinoma of the vulva, 4] 
died. Of 9 with carcinoma of the vagina, 2 remained 
free from recurrence. 

Thirty-three women with ovarian carcinoma were 
treated at the clinic. Of these, 2 are free from recur- 
rences, 1 after surgical treatment and 1 after irracia- 
tion only. The irradiation is described fully. 

With regard to the relative value of surgery «nd 
irradiation, the author says that operable carcijo- 
mata of the cervix should be treated surgically, ut 
that in the more advanced cases the indications for 
surgical intervention are more limited. Carcino- 
mata of the fundus should be treated only by 
surgery. 

In conclusion, Reisach reports a case in which a 
racemose sarcoma occurring in a two-year-old child 
was cured with the use of radium alone. Twenty- 
seven and five-tenths milligrams of radium were 
inserted in the vagina for twenty-nine hours (00 
mgm.-hr.), and the procedure repeated after an 
interval of three weeks. The treatment was given 
three years ago and the child has remained {ice 
from recurrence to date. WILLE (G 
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PREGNANCY AND ITS COMPLICATIONS 


Rowe, A. W.: Some Functional Criteria of Normal 
Pregnancy. Am. J. Obst. & Gynec., 1931, xxi, 644. 


The author studied seventy-seven cases of nor- 
mal pregnancy. The average gain per week was 
0.48 kgm., the average weight one week before de- 
livery 66.3 kgm., and the average weight after deliv- 
ery 57.4 kgm. 

The increased urine volume during the pregnancy 
was definite. Broadly speaking, only the albu- 
min and sugar content, the volume, and the urea 
and uric acid nitrogen percentages varied materially 
from the accepted norms and even in these the de- 
gree of variation differed. 

The low non-protein nitrogen content of the blood 
so frequently recorded by others was found also in 
the author’s cases. The urea figures showed the same 
general relationship. The average uric acid content 
of the blood was normal. It was somewhat lower 
before than after delivery. The creatinin content of 
the blood was also normal throughout the period of 
observation. 

The blood cholesterol showed an increase above 
normal levels in the antepartum period, especially 
if allowance was made for the hydremia, and re- 
ceded to the normal after delivery. This is one blood 
constituent that may show a slight time influence. 

The erythrocyte count revealed an antepartum 
decrease which was apparently due to blood dilu- 
tion. The hemoglobin showed a definitely greater 
decrease which was absolute. The picture was that 
of a moderate secondary anemia with a lowered 
color index. 

The leucocytes were somewhat increased before 
delivery, the increase gaining greater significance 
from the opposing influence of the hydremia. The 
differential formula was normal, the blood showing 
a leucoid (adult) type. After delivery, the leucocyte 
count fell to more average levels, chiefly at the ex- 
pense of the neutrophilic elements. This caused a 
relative increase in the lymphocyte group, resulting 
in a more lymphoid type of blood. 

Deviations from the predicted normal basal met- 
abolic rate have a very great diagnostic significance. 
In the cases of women who came for the test from 
their homes to the hospital, the values averaged 
6 per cent higher than in the cases in which the 
machine was carried to the patient at her home. 

The record of the basal metabolism is incomplete 
and may be seriously misleading unless it includes 
the pulse and respiration rates, the body tempera- 
ture, and the blood pressure at the time the metab- 
olism determinations were made. In the cases studied 
the lung volume showed a progressive increase dur- 
ing pregnancy, The tension of the alveolar carbon 


dioxide was depressed to the level ordinarily asso- 
ciated with acidosis. 

As early as the third month the majority of cases 
showed a galactose tolerance depressed to the ter- 
minal level. This proportion continued throughout 
the greater part of the antepartum period. Only at 
the very end was the lowest figure (20 gm.) shown 
uniformly. Similarly, delivery was followed by a 
gradual rise which was slight during the first three 
months, but thereafter increased steadily so that, 
after six months, the normal adult level was reached 
irrespective of the mammary status. 

EK. L. Cornett, M.D. 


Thoms, H.: The Diagnosis of Disproportion. Swrz., 
Gynec. & Obst., 1931, lii, 963. 

The methods generally used in the diagnosis of 
disproportion and the value of roentgen methods 
employed by the author are reviewed. The article 
contains diagrams showing the relation of the most 
common abnormal types of pelvis to the normal 
pelvis. 

In addition to the pelvic and cephalic relation- 
ship, the patient’s stature and gait, physical charac- 
teristics and defects, and previous labors must be 
considered. External pelvimetry is of value only as 
an index of the condition at the superior strait. The 
internal conjugate is of value only when it can be 
palpated definitely. 

Measurements of the superior strait must have a 
roentgenographic basis. A roentgenographic exami- 
nation should be made in all cases in which dis- 
proportion is suspected. The author discusses the 
technique of roentgen pelvimetry and fetal cepha- 
lometry. Macnus P. Urnes, M.D. 


Wohlwill, F., and Bock, H. E.: Further Investiga- 
tions Regarding Placental Inflammations and 
Fetal Sepsis. A Contribution on the Recogni- 
tion of Fetal ‘‘Inflammation”’ (Weitere Unter- 
suchungen ueber Entzuendungen der Placenta und 
fetale Sepsis. Zugleich ein Beitrag zur Kenntnis der 
fetalen “Entzuendung’’). Beitr. s. path. Anat. u. s. 
allg. Path., 1930, 1xxxv, 469. 

The authors report new studies of placental in- 
flammations and fetal sepsis which were made on 565 
abortion placentz and 240 fetuses. They were aided 
by Jacobsthal and Globig, who examined the heart 
blood, placentz, and organs of 160 fetuses bacterio- 
logically. 

Theoretically, inflammations may pass through 
the decidua from the maternal to the fetal portions 
of the placenta, may spread from the intervillous 
spaces as the result of a hematogenous infection in 
the mother or direct infection of the vagina, espe- 
cially that due to criminal abortion, may arise from 
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an infected amniotic cavity and penetrate both 
amnion and chorion, or may result from hematoge- 
nous infection of the fetus. Of these possibilities, the 
transdecidual genesis of fetal placental inflammation 
has not as yet been proved, but the occurrence of 
vaginal infection has been demonstrated by bacterio- 
logical examinations, and cellular inflammatory reac- 
tions of the placenta are also well-known. Extensive 
placental inflammation is rare. The demonstration 
of the latter in an extensive material is the authors’ 
special contribution. 

The authors’ material consisted for the most part 
of placente from induced abortions. Of 565 cases of 
abortion, infection was demonstrated in 35.75 per 
cent. In 2.66 per cent, the infection was in the early 
stages. Cellular infiltration of the membranes with- 
out demonstrable infection was found in 3.7 per cent 
of the 565 cases. 

The demonstration of an inflammatory reaction 
is of greater importance than the bacteriological 
findings since at least some of the latter may be 
explained by factors external to the maternal or- 
ganism. Phlegmons of the placental portions of the 
membranes may be recognized macroscopically from 
the greenish-yellow of the deeper layers shining 
through the amnion. Inflammation restricted to the 
amnion is considered to be in an early stage. The 
cleft between the amnion and chorion is a favorable 
factor as the infectious process is temporarily im- 
peded at this point so that maternal infection is 
delayed although toxemia must still be reckoned 
with. Even in the absence of bacteriological evi- 
dence, transmembranous infection must be included 
with that of the placenta as long as the histological 
picture remains the same. However, bacteriological- 
ly negative tissue sections do not warrant definite 
conclusions since, in spite of them, bacteria may be 
demonstrated in cultures. In the authors’ studies the 
mode of infection was believed to be transdecidual 
when the inflammatory process traveled from the 
basal layer of the decidua to the chorionic villi. 
Under such conditions the association of bacteria 
and granulocytes is of great importance. Sites of 
placental separation are especially favorable to infec- 
tion. 

The peculiarity of the clinical material of large 
cities explains why the hitherto unknown primary 
intervillous and transmembranous types of infection 
were found twice as frequently as infection of the 
transdecidual type. Morphologically easily recog- 
nized infections such as syphilis, tuberculosis, and 
leprosy, which belong to the maternal hematogenous 
infections and therefore to the primary intervillous 
types, are not considered by the authors. Maternal 
hematogenous infection of the fetus without changes 
in the membranes in pyelitis due to the colon bacillus 
is cited as a rare occurrence. Colon bacilli and 
hemolytic streptococci were present in the heart 
blood of the fetus. 

It is very difficult to obtain positive proof of intra- 
vital infection of a dead fetus as bacteria penetrate 
the body very soon after death, especially through 
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the lungs and stomach. This was demonstrated by 
experiments in which the bodies of dead infants were 
immersed in fluids with a varying bacterial content, 
In a decomposed fetal body, diffuse bacterial infiltra- 
tion with a uniform distribution of the organisms is 
certainly a postmortem development, whereas a 
purely local distribution of the bacteria may repre- 
sent an intravital infection. No bacterial finding is 
decisive without a histological examination. In the 
authors’ study, intravital infection was considered a 
possibility in 7 fetuses in which bacteria were demon- 
strated in the heart blood and in 5 fetuses in which 
bacteria were demonstrated histologically and bac 
teriologically in the lungs and intestinal tract. ‘| he 
occurrence of intravital infection (which must stil! be 
considered doubtful) becomes a probability rather 
than a mere possibility when bacterial emboli ‘re 
found in organs that can be infected practically only 
through the blood stream (brain, placenta, bone 
marrow), provided, of course, that the tissues sur- 
rounding the vessels containing the emboli are {ree 
from bacteria. Of the 12 cases of this type studied |yy 
the authors, all but 1 showed placental changes an: 3 
showed bacterial emboli. 

Intravital infection may also be agonal. A diagio- 
sis of fetal sepsis can be made definitely only when « 
cellular reaction can be demonstrated histologica!!\ 
The authors made a diagnosis of this type of {ctu 
metastatic placentitis in 11 cases. They report i 
detail a case of fetal sepsis due to the bacillus coli in 
which abortion occurred in the fifth month of preg- 
nancy. This case was characterized by fever, splenic 
enlargement, the presence of bacteria in all organs, 
diffuse inflammation of the placenta with a fetal 
histiogenic and a maternal granulocytic reaction, 
and tissue defense reactions in the spleen, heart, and 
liver of the fetus. The patient recovered. 

The authors describe in detail the cellular reaction 
which was present in the tissues. The stroma cells of 
the chorionic villi were swollen, their nuclei were 
dark, and the cell plasma was unevenly basophilic. 
The cells contained bacteria. Some of the bacteria 
had reached the intervillous spaces. The endothelial 
cells were moderately swollen, and showed no deti- 
nite phagocytic activity. Only a few plasma cells 
were found. In the chorion, only a few of the cells 
were swollen. The Wharton’s jelly of the umbilical 
cord showed only very slight changes. 

In the fetal organs the cellular defense was less 
marked. This also is described in detail. The heart 
was affected relatively frequently, but the spleen 
showed changes in only 1 instance. The granulocytic 
defense reaction appears first during the sixth or the 
seventh month of pregnancy. Pus formation occurs 
only toward the end of pregnancy. In the authors’ 
studies pus was never found in the fetal organs. 
Only in 1 fetus, which was 31 cm. long, was a retro- 
renal abscess discovered. The presence of numerous 
granulocytes in the chorionic villi was therefore a 
very striking finding. The granulocytes must le 
considered of maternal origin. This explains why 
they are found in the per‘pheral stroma only in the 
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presence of damage to the epithelium of placental 
villi, often only on 1 side, and not within the vessels 
of the chorionic villi. 

The presence of granulocytes in the membranes 
and umbilical cord is more difficult to explain. These 
cells are found most frequently on the amniotic side. 
An increase in the hydrogen-ion concentration 
(Graeff, Ikeda) is certainly a factor, but the chief 
cause is the spread of the infection from the amniotic 
fluid to the amnion and chorion. The authors believe 
that here, in contrast to other parts, the granulo- 
cytes represent a migration from the fetal blood 
vessels, even though the walls of the blood vessels 
of the chorion are very thick. 

Serious damage of the walls of the blood vessels 
of the umbilical cord was noted in only 1 instance. 
The findings of Simmonds exclude the possibility 
of a transmigration of maternal leucocytes into the 
umbilical cord and suggest as most probable an 
infiltration of leucocytes from the amniotic cavity 
into the umbilical cord which is devoid of an 
epithelial covering. However, the authors regard a 
migration of maternal granulocytes as more prob- 
able than a migration of fetal granulocytes. On 
the basis of a critical evaluation of the oxydase re- 
action, the authors reject an autochthonous origin 
of the inflammatory cells present in the chorionic 
membranes. As proof of the maternal origin of the 
granulocytes, they cite the absence of immature 
forms and the finding of only mature types, which 
appear in small numbers in the fetal blood. As 
proof that in the majority of cases fetal malforma- 
tion is not due to fetal infection, they cite the 
absence of inflammatory processes during the early 
stages of fetal development. Rospert Meyer (G). 


Addessi, G.: A Contribution to the Study of Tu- 
mors of the Placenta (Contributo allo studio dei 
tumori della placenta). Clin. ostet., 1931, xxxiii, 227. 


Addessi reports the case of a multipara twenty- 
three years of age who, at her second parturition, 
was delivered of a placenta containing a tumor the 
size of an orange. The neoplasm protruded from 
the fetal side of the placenta, where it was covered 
by an apparently normal membrane. On the 
maternal side it was covered by a thin layer of 
placental tissue. It seemed to arise from the basal 
lamina of the chorion. Microscopic examination 
showed it to be a fibrochorioma. 

The author was able to find only five similar 
tumors reported in the literature. 

PeTeR A. Rost, M.D 


Duca, A., and Geyer, M.: The Weight of the Fetus 
and Its Adnexa and Their Reciprocal Relation 
in Syphilis (Peso del feto e dei suoi annessi e loro 
rapporto reciproco nella sifilide). Clin. ostet., 1931, 
XXxiii, 201. 


In a review of the records of 3,725 obstetrical 
cases admitted to the Maternity Hospital of Trieste, 
the authors found that the syphilitic fetus weighs 
less than the normal fetus of a corresponding age, 
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but that the ratio of the weight of the syphilitic 
fetus to the weight of the placenta is not appreciably 
altered except in the cases of infants born in the 
sixth or seventh month. In the latter, the fetus 
weighs less and the placenta more than normal. 
PETER A. Rost, M.D. 


Misrachi: A Contribution to the Treatment of 
Pyelonephritis of Pregnancy (Contribution au 
traitement des pyélonéphrites gravidiques). J. 
d’urol. méd. et chir., 1931, xxxi, 217. 

The author states that while conservative treat- 
ment of pyelonephritis in pregnancy usually offers a 
favorable prognosis for the pregnancy, it often re 
sults in irreparable damage to the kidneys. 

Pyelonephritis during pregnancy is very variable 
as regards both its clinical manifestations and its 
prognosis. Mild pyelitis is often overlooked entirely 
or treated as so-called “‘albuminuria of pregnancy.” 
The differential diagnosis can be made only by care- 
ful examination of the centrifugalized urine. The 
mild and for the most part asymptomatic and 
afebrile types should be treated medically (urinary 
antiseptics) to inhibit the progress of the disease 
rather than in the hope of effecting a cure. The 
more severe febrile types usually receive due atten- 
tion from the obstetrician as quite frequently they 
must be differentiated from such conditions as 
puerperal sepsis, cholecystitis, and appendicitis. 

Ureteral catheterization may be done without 
danger to the patient or the pregnancy and results 
almost always in relief of the symptoms and re- 
gression of the fever. The author advises against 
lavage of the renal pelvis, but is of the opinion that 
prolonged drainage with instillations of 2 or 3 c.cm. 
of silver nitrate over a period of several days is of 
value not only for relief of the symptoms, but also 
for the prevention of recurrences. Silver nitrate is 
said to aid drainage and to stimulate contractions 
of the renal pelvis. The fact that a spectacular cure 
is obtained in some cases whereas no improvement 
or only temporary improvement is obtained in others 
may be explained by differences in the degree of 
urinary retention and paralysis of the renal pelvis. 
Drainage of the renal pelvis must be prolonged to be 
effective. Cystoscopy and ureteral catheterization 
require special care during pregnancy, but as a rule 
present no great difficulties. The author cautions 
against the use of sera, bacteriophage, and vaccines, 
citing instances in which they caused alarming 
symptoms. 

Serious pyelonephritis is of two types: (1) that 
associated with septicemia, and (2) that which has 
become severe because of insufficient treatment. 
These types are associated with parenchymal dam- 
age, pyonephrosis, perinephritis, ureteritis, and 
ureteral stenosis. Active treatment is indicated. In 
all cases in which drainage by ureteral catheteriza- 
tion is impossible, nephrostomy is the operation of 
choice. The author reports six cases treated by 
nephrostomy. The one death occurred in a case of 
pyelonephritis following scarlet fever. 
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Misrachi advises against interruption of pregnancy 
as a therapeutic measure, believing that the shock 
of this procedure is harmful. In five of a series of 
eight cases which he cites the most severe com- 
plications followed delivery. 

In conclusion, the author states that the prognosis 
of urinary infections during pregnancy will be im- 
proved only when obstetricians recognize the 
insidious and variable nature of these infections and 
institute active treatment early in the course of the 
disease. Haroip C. Mack, M.D. 


LABOR AND ITS COMPLICATIONS 


Phillips, M. H.: Obstetrical Shock. Brit. M.J., 1931, 
i, 833. 

The author states that early or primary shock is 
due to afferent impulses causing reflex vasodilata- 
tion and consequent marked fall of the blood pres- 
sure. In obstetrical cases an additional factor is the 
more or less sudden lowering of the intra-abdominal 
blood pressure which follows the emptying of the 
uterus. Delayed or secondary shock may set in after 
a latent period during which nothing obviously ab- 
normal may be noted unless a routine blood-pressure 
reading is taken. Traumatic shock is caused by some 
poisonous substance which is liberated from the dam- 
aged tissues and causes widespread relaxation of the 
capillaries. The poisonous substance is either hista- 
mine or something closely allied to it and resembling 
it in action. The unexpected secondary phase of 
obstetrical shock may be due to extensive lacerations 
of the large muscles of the pelvic floor. 

The author describes the signs of shock and then 
discusses the various causes of the condition, espe- 
cially hemorrhage and anesthesia. 

The treatment of shock consists in the prevention 
of further loss of blood, the restoration of body heat, 
and the injection of morphine for the relief of pain, 
anxiety, and restlessness. In the primary condition, 
raising the foot of the bed will almost certainly im- 
prove the blood supply to the brain. Every precau- 
tion must be taken to prevent the development of 
secondary shock. Treatment to this end consists 
essentially of measures to raise the blood pressure. 

The only safe anesthetic is nitrous oxide and oxy- 
gen. Chloroform and ether are contra-indicated. 
There is no urgent necessity to suture a perineal 
wound immediately. Of most importance are meas- 
ures to increase the volume of the blood plasma. 

Bodily fatigue from prolonged muscular exertion 
during the labor should be prevented by the induc- 
tion of sleep and shortening of the second stage by 
proper interference. The stress of labor is exerted 
much more on the nervous system than on the mus- 
cular system. Relief of the pain and mental strain 
is best obtained by the use of scopolamine without 
morphine. 

Records of the blood pressure during and after 
labor which have been kept for about two years 
show that the fall in the blood pressure was less 
when scopolamine was used. 
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Cold from exposure must be prevented. The 
woman suffering from toxemia of pregnancy, espe- 
cially toxemia of the nephritic type, is very suscep- 
tible to the influences which favor shock. 

Emotion is not often predominant, but may be a 
factor in serious obstetrical shock. It is best pre- 
vented by antenatal care which helps the woman to 
approach confinement without apprehension. 

RoLanp S. Cron, M.j). 


Vaudescal: Spinal Anzsthesia in Obstetrics (La 
rachianesthésie en obstétrique). Bull. et mém. Soc. 
d. chirurgiens de Par., 1931, XXvi, 140. 

The advantages of spinal anesthesia in obstetrics 
are summarized as follows: 

1. The patient is rendered free from pain. 

2. The relaxation of the perineal and abdominal 
muscles facilitates any intervention that may be 
necessary. 

3. The uterine contractions continue during the 
period of anesthesia. 

4. The retractability of the uterine musculature 
after delivery remains unimpaired. 

5. The danger of postpartum hemorrhage is re 
duced. 

6. The paralysis of the musculature of the uterine 
cervix permits rapid and easy manual dilatation 
when the latter is necessary. 

7. After cesarean section there is less bleeding 
and shock. 

8. Uterine involution after cesarean section is 
normal. 

9. Asmooth convalescence is favored by the early 
evacuation of gas from the intestine. 

Spinal anesthesia is contra-indicated when version 
is contemplated. 

The author reports 2 deaths due to the anesthesia 
which occurred in 600 cases of delivery during a 
period of five years. Persistent headache, vomiting, 
ocular and other palsies, and retention of urine 
have been rare and never serious. 

Wittram P. VAN WAGENEN, M.I). 


Ekas, W. L.: Traumatic Separation of the Symphy- 
sis Pubis. Am. J. Obst. & Gynec., 1931, xxi, 680. 


Separation of the symphysis pubis without fur- 
ther injury to the pelvis is very rare. If there is 
more than a small amount of separation the sacro 
iliac articulations are usually injured. 

Rupture of the symphysis pubis, per se, is usually 
not serious, and as a rule is followed by satisfactory 
healing. It does not necessarily have a deleterious 
effect on labor and usually does not require operative 
measures. 

Subsequent pregnancies may cause a recurrent 
partial separation, but again the separation may 
not affect labor and the end-result will usually be 
satisfactory. 

The author reports two cases in detail. In the 
first case the use of a Balkan frame and hammock 
proved a very satisfactory mode of treatment. It 
made the patient comfortable, allowed her to move 
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in bed with certain limitations, and made the 
nursing care easier. The patient’s weight when she 
was suspended in the hammock gave sufficient co- 
hesive force. E. L. Cornett, M.D. 


Dodek, S. M.: The Vertex Occiput-Posterior 
Position: Treatment of More Than 500 Con- 
secutive Cases. J. Am. M. Ass., 1931, xcvi, 1660. 


The vertex occiput-posterior position is a serious 
complication of labor. 

Accurate diagnosis is the most important factor in 
the proper management of this malposition and 
should be simple. Abdominal palpation and 
auscultation combined with rectal examinations 
and close observation of the course of labor offer 
excellent aids toward accurate diagnosis in the great 
majority of cases. Vaginal examination is rarely 
necessary. 

The occiput-posterior position occurred in 29.8 
per cent of the 1,723 dispensary cases of vertex 
presentation seen in the Cleveland Maternity 
Hospital over a period of nearly twenty-one months. 
The ratio of right posterior to left posterior positions 
was 1:0.82. 

Only a small minority of the fetuses in persistent 
occiput-posterior positions will rotate spontaneously 
after from two to two and one-half hours of second- 
stage labor. The fetal loss from intracranial hemor- 
rhage after more than three hours of second-stage 
labor warrants correction of the malposition and 
delivery well before this period of time has elapsed. 

Internal podalic version is the method of choice 
for the delivery of fetuses in persistent posterior 
positions in which the greatest diameter of the head 
is arrested at the pelvic brim. The high forceps 
operation is almost never done. 

The Scanzoni maneuver as modified by Bill is a 
completely satisfactory method of rotating the 
fetus in persistent occiput-posterior position which 
has descended below the brim of the pelvis. It is at- 
tended by minimal danger to the child and causes 
no undue trauma or laceration to the maternal 
perineum. Perineal lacerations may occur only as 
a result of subsequent extraction. 

A certain number of fetuses in posterior positions 
are arrested after describing an arc of go degrees and 
remain in the transverse diameter of the maternal 
pelvis. Rotation may be satisfactorily completed 
and extraction effected by a single cephalic applica- 
tion of the forceps. 

Because of the complications that may attend 
displacement and manipulation of the head, manual 
rotation is not recommended. When these complica- 
tions do not arise, the results are good. 

Delivery of a fetus in the persistent occiput- 
posterior position as such is unnecessary and at- 
tended by danger to the child. 

_ Of the 514 fetuses in occiput-posterior positions 
in the cases reviewed, 148 rotated spontaneously. Of 
the remaining 366, 59 were delivered by internal 
podalic version, 276 were rotated by forceps, 12 
were rotated manually and extracted by forceps, 1 


357 


was delivered in a persistent posterior position, and 
18 were delivered by cesarean section. The mor- 
tality among the full-term babies from all causes was 
3-9 per cent. Pulmonary emboli caused 2 maternal 
deaths. Roanp S. Cron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Placintianu: The Treatment of Late Postpartum 
Hemorrhage (L’état actuel du traitement des 
hémorrhagies tardives du post-partum). Gynécologie, 
1931, XXX, 193. 

Late hemorrhages are among the most grave 
complications of labor. They lead to serious anemia, 
and if they are accompanied by infection the prog- 
nosis is especially unfavorable. If possible, treat 
ment should be delayed until an accurate diagnosis 
is made. 

Digital examination is contra-indicated unless a 
diagnosis cannot be made in any other way. It 
should be attempted only if the cervix is permeable 
and then under conditions of the strictest asepsis. 
In cases of hemorrhage with retention in which the 
cotyledon is free in the uterine cavity, slow, careful, 
and aseptic digital extraction generally does not 
cause later complications. If the cotyledon is ad- 
herent, curettage is difficult and there is danger of 
perforation or septicemia. Moreover, it is difficult 
to cleanse the uterine cavity completely; many 
operation and autopsy specimens have shown bits 
of placenta even after what was considered a thor- 
ough curettage. Therefore in cases of adherent 
cotyledon, hysterectomy should be performed. 

In cases of secondary hemorrhage of the met 
rorrhagic form during puerperal fever only local and 
general medical treatment should be given. In most 
cases such treatment is effective. In cases of hemor 
rhage that is severe from the beginning and is 
aggravated by medical treatment, the only success- 
ful treatment is abdominal hysterectomy followed 
by Mikulicz drainage. Auprey Goss Morcan, M.D. 


Runge, H.: The Treatment of Puerperal Peritonitis 
(Die Behandlung der puerperalen Peritonitis). 
Deutsche med. Wchnschr., 1930, ii, 1989. 

As conservative treatment of postpartum and 
postabortion peritonitis has a mortality of prac- 
tically 100 per cent, the author operates in these 
conditions as early as possible. He considers in his 
discussion only cases in which free pus is found be- 
tween the loops of intestine when the abdominal 
cavity is opened. Encapsulated and intraperitoneal 
collections of pus and purely pelvic peritonitis are 
disregarded. Surgical treatment is contra-indicated 
when the patient is moribund. The author has never 
operated when the infection was due to gonorrhcea. 

Possible causes of peritonitis are: (1) the migration 
of organisms from the cavity of the uterus through 
the uterine musculature or the tubes; (2) instrumen- 
tal injuries with the transplantation of bacteria; (3) 
the rupture of a pyosalpinx or an ovarian abscess; 
and (4) the transmigration of bacteria through 
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necrotic areas in the uterine wall caused by the in- 
troduction of toxic substances for the induction of 
abortion. The author reports three cases of perito- 
nitis due to the fourth cause. 

The onset of signs of peritonitis following injec- 
tions of soap is a definite indication for operative 
interference. It is seldom possible to determine the 
cause of peritonitis from the clinical examination, 
but this can be done at the time of operation. In the 
surgical treatment the time of the onset of the affec- 
tion is of greater importance than the mode of origin. 
Of twelve of the author’s cases in which operation 
was performed within twenty-four hours after the 
appearance of the symptoms, cure resulted in nine 
and death in three. Of five cases in which operation 
was done within forty-eight hours after the onset of 
the symptoms, cure resulted in one and death in 
four. Of eight patients operated upon later than 
forty-eight hours after the onset, all succumbed. 
Early diagnosis is as important in peritonitis follow- 
ing delivery or abortion as in surgical peritonitis. 

The indications for surgical intervention include a 
noticeable change in the appearance of the patient 
during several hours of observation, a sudden in- 
crease in the pain, the onset of vomiting, and a 
change in the type of respiration. Diagnostic aids 
yield no reliable criteria for early diagnosis and can- 
not supplant clinical observation. Surgery is contra- 
indicated by sepsis. Clinical observation over a 


period of several hours will often not permit a differ- 
ential diagnosis between acute diffuse peritonitis and 
peritonitis of the local adhesive type. However, as 
was noted by Nuernberger, the latter type of peri- 


tonitis shows considerable improvement even after 
an exploratory laparotomy. 

The type of the infecting micro-organism has no 
influence upon the subsequent treatment. A prog- 
nosis can seldom be rendered even after early inter- 
vention. 

The operations to be considered are the radical 
supravaginal hysterectomy with drainage of the 
pouch of Douglas, salpingo-odphorectomy with 
drainage, and drainage alone. Supravaginal hysterec- 
tomy gives the best results and is the operation of 
choice in early cases. Vaginal drainage is facilitated 
by removal of the uterus. Having observed the 
development of an ovarian abscess four weeks after a 
supravaginal amputation, the author believes that 
odphorectomy should be performed simultaneously 
with this operation. 

Postoperative treatment should be directed 
toward maintaining the circulation and the intestinal 
function. The author advises continuous intravenous 
infusions of a 5 per cent calorose solution. To stimu- 
late peristalsis he gives tonephin. Atropin is also of 
value for this purpose. In gastric and colonic lavage, 
magnesium perhydrol or belladonna-neutralon is 
used. In all of the cases reviewed in which recovery 
resulted abscesses of the abdominal wall were formed. 
Infections of the Pfannenstiel transverse incisions at 
first presented a grave appearance, but abdominal 
hernie never developed. A. KorH.er (G). 


INTERNATIONAL ABSTRACT OF SURGERY 


MISCELLANEOUS 


Polak, J. O.: Maternal and Early Infant Care. 4;). 
J. Obst. & Gynec., 1931, xxi, 852. 

While in certain urban centers of the United 
States the practice of obstetrics is comparable to the 
best in other countries, American women as a whole 
are not receiving the most efficient obstetrica] 
care. It is apparent, however, that obstetrics is pyass- 
ing through a transitional stage, from surgical radi- 
calism with its heavy toll to physiological conserya- 
tism in which, by careful antepartum study, instruc- 
tion in the hygiene of pregnancy, intelligent inter- 
pretation of the laboratory findings in the toxzemias, 
a broader knowledge of the physiological mechanism 
of labor, and the employment of strict surgical 
asepsis at delivery, maternal mortality wil! be 
reduced. 

To achieve the best results, prenatal care must 
be improved by the organization of prenatal clinics 
staffed by a trained personnel. It would not be 
ditficult to do this in the clinics connected with the 
large university hospitals which are well endowed, 
but giving adequate prenatal attention in the 
sparsely populated districts will always be difficult. 
until the State, the physician, and the patient accept 
their individual responsibilities. The small hospital 
which is the medical center of the rural community 
could well establish both a free and a pay clinic for 
the instruction of prospective mothers. While each 
rural hospital must serve a region of considerable 
size, this disadvantage has been overcome by the 
use of the automobile. Physicians in charge of cases 
should have access not only to the hospital records, 
but also to the hospital facilities. Mothers’ classes 
for antenatal instruction could be conducted in 
these centers. From such instruction the public 
would obtain a better knowledge of its responsi- 
bilities with regard to child-bearing women. After 
delivery, the woman should be kept under observa- 
tion for a period of two months. 

More opportunities for graduate training in 
obstetrics should be offered the general practitioner 
by the university clinics, and a nation-wide obste- 
trical program with the backing of the Federal 
Government, the State, the County Health Depart- 
ments, and the national obstetrical groups and wel- 
fare agencies should be carried out. Any nation-wide 
obstetrical program must plan for the care of the 
following groups of patients: 

1. Clinic patients, who receive care in clinics with 
consecutive prenatal, intrapartum, and postpartum 
services and completely organized medical, dental, 
nursing, and social service staffs. 

2. Patients living in sparsely settled districts. 
These include the large negro population in regions 
of the South and the Southwest where no adequate 
obstetrical care of any type is given. The matern'ty 
program should be begun at the marriage license 
bureau where every applicant should receive a 
simple printed literature on the minimum standards 
of prenatal care, the importance of trained medical 
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attendance during labor, and information relative to 
the importance of periodical health examinations. 

3. Women of the middle class, the great majority 
of whom do not care to go to free clinics. 

4. Women in good economic circumstances. Such 
women are able to have the best if they know what 
the best is. Relatively few of this class besides those 
who live in the large cities are delivered in hos- 

itals. 
, National schools of midwifery for white women as 
well as for the negro women should be established 
in connection with the rural hospitals in the dis- 
tricts in which midwives are necessary. In this plan 
the midwife should be responsible and should be 
supervised by trained obstetricians in their respec- 
tive districts as in Scandinavia. 
E. L. Cornett, M.D. 


Frank, C. W., and Kushner, J. I.: Obstetrical Mor- 
tality. An Analysis of 2,268 Maternity Cases at 
the Bronx Hospital. Am. J. Obst. & Gynec., 1931, 
xxi, 708. 


During the period from 1927 to the end of June, 
1930, 2,268 mothers were delivered of 2,290 infants 
in the Bronx Hospital, New York. There were 6 
maternal deaths, 52 stillbirths, and 30 deaths of 
newly born infants. The maternal mortality was 
therefore 0.27 per cent. 


Cesarean section was done in 23 cases (1.0 per 
cent), with a maternal mortality of 4.3 per cent. 

Internal podalic version and extraction were re- 
sorted to in 25 (1.1 per cent) of the 2,268 deliveries, 
with a maternal mortality rate of 4.0 per cent. 

Forceps deliveries were accompanied in 137 cases 
(6.04 per cent), with a maternal mortality of 0.67 
per cent. 

In the case of a patient who was delivered spon- 
taneously of triplets, death was due to postpartum 
sepsis following the retention of secundines with sub- 
sequent infection. 

The greatest number of fetal deaths (63), most of 
which occurred in utero, were due to asphyxia and 
atelectasis. The diagnosis of these deaths was based 
on clinical, X-ray, and autopsy findings. There were 
9 cases of congenital anomalies. Eleven fetal deaths 
were due to toxemia in the mother and 8 to prolapse 
of the cord. 

The figures cited indicate a maternal mortality per 
1,000 of 2.7, a stillbirth rate of 22, and a neonatal 
death rate of 13. The maternal and fetal deaths have 
been reduced at the Bronx Hospital by better care of 
the mother in the last three months of pregnancy 
and by conservatism during labor, interference being 
undertaken only when delay and procrastination 
might result in morbidity or death. 

E. L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Farrell, J. I.: A Study of Vesicorenal Reflexes and of 
the Possibility of a Renorenal Reflex. J. Urol., 
1931, XXV, 487. 

Farrell reports a series of experiments performed 
on dogs to determine the presence of a vesicorenal 
reflex and the possibility of a renorenal reflex. He 
reviews the literature on the subject and describes 
the innervation of the urinary organs. 

The first series of experiments were performed to 
determine the effect of overdistention of the bladder 
on the volume of the kidney and the urinary output. 
Distention of the bladder caused a marked inhibition 
in the flow of urine. When the distention was re- 
lieved there was rapid diuresis. 

Stimulation of the pelvic nerve on the right side 
caused complete cessation of the urinary flow as long 
as the stimulation was continued, but there was no 
compensatory diuresis when the stimulation was 
stopped. Stimulation of the hypogastric nerve had 
no effect. In one of the experiments the dog voided 
spontaneously and during the active contraction of 
the bladder there was complete cessation of urinary 
secretion. The author ascribes the latter to a ces- 
sation of ureteral peristalsis and contraction of the 
ureteral musculature to prevent backflow to the 
kidneys. 


In another series of experiments both of the 


splanchnic nerves were severed. In the dogs so 
treated neither bladder distention nor stimulation of 
the pelvic nerve influenced urinary secretion. The 
author concludes that the efferent phase of the reflex 
arc is carried by the splanchnics. 

The author endeavored to prove the presence of a 
renorenal reflex by distending the pelvis of one kid- 
ney while watching the urinary flow from the other. 
He found that when the distention was produced 
suddenly there was a marked decrease in the urinary 
output of the opposite side, whereas when the disten- 
tion was produced gradually it had very little effect. 

IrvinG J. SHapiro, M.D. 


Scalabrino, R.: The So-Called Ureteral Exclusion 
in Tuberculosis 0: the Kidney (Sulla cosidetta 
esclusione ureterale nella tuberculosi del rene). 
Arch. ital. di urol., 1931, vii, 347. 


It is generally agreed that chronic renal tuber- 
culosis is always a secondary process; that the kidney 
becomes infected usually by way of the blood stream, 
infrequently by way of the lymphatics, and very 
rarely through the ureter; that the infection is 
generally unilateral; that as a rule the first localiza- 
tion of the infection is in the cortical substance; and 
that ureteral and vesical involvement are almost 
always secondary to the renal involvement. 


The author’s conclusions regarding the so-called 
ureteral exclusion in tuberculosis of the kidney are 
summarized as follows: 

1. Ureteral exclusion in tuberculosis of the kidney 
is rarely due to total obliteration of the lumen (true 
anatomical or mechanical exclusion). When this 
type of exclusion is encountered the kidney presents 
in general the aspects of a fibrotic kidney and in the 
majority of cases shows no appreciable tuberculous 
lesions suggesting that the specific process is still 
active. 

2. In the greater number of cases of ureteral ex- 
clusion the lumen of the ureter, however much 
reduced in caliber, is found to be still pervious after 
nephrectomy; hence the exclusion is functional or 
dynamic and dependent upon profound alterations 
in the muscular tunic of the ureter which are agyra- 
vated by similar lesions of the renal pelvis and hy- 
pofunction of the kidney brought about by ihe 
same specific cause. In consequence of these 
multiple alterations, the kidney is functionally 
blocked and hence clinically excluded even though 
continuity is still preserved. 

3. However much from the histological stand- 
point this variety of exclusion may differ from the 
anatomical form, the clinical consequences of the 
two forms may be identical. 

4. Spontaneous recovery from renal tuberculosis, 
although theoretically admissible, occurs very sel 
dom. Because of the anatomicopathological con- 
siderations regarding partial and total exclusion 
which have been mentioned, such a recovery is to 
be regarded as only temporary. 

5. Involvement of the ureter occurs by way of 
the lymphatics and is early and diffuse. 

WitiiAm W. WHITELOcK, M.1). 


Linkberg, A.: Renal Tuberculosis and the Results 
of Its Surgical Treatment in the Second Uni- 
versity Surgical Clinic at Dorpat in the Period 
from 1921 to 1930 (Die Nierentuberkulose und die 
Ergebnisse ihrer chirurgischen Behandlung in der 2. 
chirurgischen Universitaetsklinik 1921-1930). <1! :/u 
chirurg. Scand., 1931, \xviii, 183. 

After a brief review of the history of our knowl- 
edge of renal tuberculosis, the author describes the 
three ways in which the kidney becomes involved !y 
the infection, viz., by the blood stream, the ureter, 
and the lymphatics. He then discusses the clinical 
symptoms and signs and the aids in the diagnosis. 

Of forty-seven patients treated for renal tuber- 
culosis during the past ten years at the second sur- 
gical clinic at Dorpat, twenty-nine were females 
and thirty-one were between twenty and thirty-live 
years of age. In 70 per cent of the cases tuber- 
culosis was present also in some other part of the 
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body besides the kidneys. In more than half of the 
latter the bladder was infected. In the forty-two 
cases which were operated upon the mortality was 
11.9 per cent (five deaths). 

Of the thirty-six surgically treated patients who 
could be traced subsequently, 77.7 per cent reported 
that they felt quite well, while 5.5 per cent stated 
that they were suffering from severe tuberculosis of 
the bladder and kidney. 

In discussing the relation between renal tuber- 
culosis and pregnancy, the author states that preg- 
nancy should be allowed only after complete recov- 
ery from the tuberculosis. According to Wildbolz 
this requires three years, whereas Kuemmel be- 
lieves it requires four years. Linkberg emphasizes 
that even after a cure has been obtained the woman 
should become pregnant only if she is in a sound 
financial condition, so that, if the result is unfavor- 
able, she and the child will not be thrown on the 
resources of the community. 


BLADDER, URETHRA, AND PENIS 


Kirwin, T. J.: Vesical Neck Obstruction; With the 
Presentation of a New Instrument for Its Re- 
lief. Surg., Gynec. & Obst., 1931, lii, 1007. 

Kerwin presents an instrument for dealing with 
obstruction of the vesical neck due to a median bar, 
prostatic middle lobe, contraction of the neck, post- 
prostatism, or enlargement of the subcervical glands. 

Up to the present time the greatest need in the 
removal of median bar obstruction has been a tech- 
nique which will render the operation entirely or 
nearly bloodless. 

The instrument described has an outer steel sheath 
equipped with a fenestra on one side and a curved 
beak. The usual obturator is replaced by an inner 
tubular structure which carries the McCarthy lens 
system, a high-frequency needle, and irrigating cocks. 
A tubular knife between the two sheaths acts as an 
obturator, rotating between the two parts described. 

The advantages claimed for the instrument are 
summarized as follows: 

1. The profuse hemorrhage always heretofore 
produced by instruments of this type is prevented. 

2. The amount of heat applied can be definitely 
regulated. Slow desiccation of the blood vessels 
eliminates sloughing. 

3. The circular knife cuts in the direct contour of 
the bladder neck. 

4. The view is never at any time obscured. 

5. The lateral position of the knife makes pos- 
sible the cutting of a larger section. 

6. The needle which pinions the obstructing tis- 
sue permits fixation of the part to be operated upon. 

Jacos S. Grove, M.D. 


Aschner, P. W.: Clinical Applications of Bladder- 
Tumor Pathology. Surg., Gynec. & Obst., 1931, lii, 
979. 

From his study of bladder tumors the author 
draws the following conclusions: 


1. Reliable information as to the nature of bladder 
tumors is obtained by cystoscopic biopsy in 97.7 per 
cent of cases. The unavoidable failures occur chiefly 
in cases of multiple tumors and papillomatosis. 

2. In cases of malignancy the prognosis cannot be 
made from biopsy material alone. 

3. A biopsy diagnosis of malignancy in a case 
simulating papilloma in its cystoscopic appearance 
and response to fulguration is an indication for more 
radical therapy (radium or surgery). 

4. Bladder tumors may be classified in agreement 
with general tumor terminology and with clinical 
requirements. They are benign or malignant. 

5. A classification based on cell grading alone is 
not as practical for clinical purposes, and a prognosis 
on such a basis does not coincide with the late 
results. 

6. The presence or absence of infiltration appears 
to be a more reliable index of the gravity: of the 
condition. 

7. The site of the malignant tumor determines its 
resectability and thus materially influences the 
prognosis. 

8. If a biopsy diagnosis of carcinoma is made and 
the case is considered surgical, segmental resection 
of the whole thickness of the bladder wall is the 
procedure of choice. Even in cases of pedunculated 
tumors, failure to perform such a resection has often 
resulted in recurrence. Stalk invasion and tumor 
cells in the blood vessels at the base cannot be 
detected by gross inspection. 

g. Although histological studies suggest that 
papillary carcinoma develops from papilloma in a 
considerable percentage of cases evidence thereof is 
very equivocal. 

10. Before radical surgery is undertaken for tumor 
of the bladder, biopsy should be done as other 
lesions may resemble neoplasm very closely. 


Wolfromm, G., and Monod, O.: The Treatment 
of Tumors of the Bladder by Irradiation (A 
propos du traitement par irradiation des tumeurs 
de la vessie). J. d’urol. méd. et chir., 1931, XXXi, 377. 


The authors report on nine cases of tumor of the 
bladder treated by irradiation which were observed 
at the Curie Foundation. The first two patients 
had been treated before their admission to the 
Curie Foundation. They died. Of the seven others, 
who were treated solely at the Curie Foundation, 
the first four died. One of the latter was treated 
with the X-rays, and the three others with radium. 
In all four, the irradiation was followed by tempo- 
rary improvement with a decrease in the pain, 
temporary arrest of the hematuria, and a more 
or less marked regression of the tumor. Three pa- 
tients died of cancer less than a year after the 
treatment. One died suddenly during the year, 
probably from embolus, but the bladder lesion, 
which had at first diminished, was in full recurrence 
at the time of his death. 

Of the three surviving patients, the first was 
treated with the X-rays in 1925 and seems at present 
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to be cured. The second was treated with radium 
in 1927. He suffers severe discomfort, presents con- 
siderable hypertrophy of the prostate, and does not 
seem to be cured of his vesical cancer. The third 
was treated with radium in 1929, and seems at 
present to be free from recurrence. 

In all of the cases there was infection of the 
urine which made it more difficult for the patient 
to support irradiation. The irradiation diminished 
the vesical cancer in every case, but the dose seems 
to have been often insufficient. The hemostatic 
action of irradiation is indisputable. In only three 
cases was it possible to confirm the diagnosis of 
epithelioma by microscopic examination. Biopsies 
by the endoscopic route are difficult. Malignancy 
of a tumor is generally revealed by the endoscopic 
appearance of the neoplasm, but the latter is not 
always dependable. The severity of the lesion is 
dependent, not upon its location, extent, or surface 
appearance, but upon the degree to which it infiltrates 
the vesical wall. 

In the discussion of this report, MARION said that 
the implantation of radium needles by incision is 
not a harmless procedure and should be done only 
when the patient’s resistance is good and the tumor 
is still limited. Three of Marion’s patients treated 
by this method succumbed very quickly with symp- 
toms of septicemia. While the application of radium 
by the natural tracts has often been followed by 
very pronounced cystitis, the effects have been 
benign. Deep radiotherapy sometimes causes ex- 
haustion, but has no more serious results. 

Marion reported the cases of two patients who 
were apparently cured, one by fulguration followed 
by irradiation and the other by irradiation alone. 
The former was treated seven years ago and the 
latter five years ago. Another patient who was 
treated two years ago by fulguration and irradia- 
tion has clear urine, but refuses an examination, 
saying he suffered too much from the first treatment. 
Except in the two cases reported, Marion has ob- 
tained only temporary improvement from roentgen 
or radium irradiation. The application of radium 
by the natural passages is usually benign and hasa 
remarkable effect on the hematuria. It may even 
make the tumor disappear temporarily. Roentgen 
therapy seems especially to be recommended for 
diffuse tumors. It may be combined with radium 
applications. 

Marsan said that the application of radium in 
the bladder often causes the intolerable pain of 
cystitis. Although excellent results have been ob- 
tained by Darget from radium irradiation and by 
Heitz-Boyer from wide exeresis with the electric 
knife, the author is convinced that such results are 
rare. Except in cases of tumors of the fundus of the 
bladder, surgical intervention is not successful and 
may increase the suffering and hasten death. 

Like Legueu, Marsan has used symptomatic 
medication in cancer of the bladder. The pain is 
relieved by opiate and belladonna suppositories. 
When there is much infection and the pain is severe, 
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cystostomy is done. The hemorrhages and the ad- 
vance of the lesions are arrested by the use of bro- 
mide of mesothorium combined, when possible, 
with electrocoagulation treatments at intervals of 
two weeks or a month. Patients so treated have 
been rendered more comfortable. In most cases the 
end-results have not been determined because, the 
patients, being treated in the ambulatory clinic, 
they have been lost sight of. However, Marsan has 
been able to trace several patients who were similarly 
treated in private practice. A man seventy-iive 
years of age survived four years without a cystos- 
tomy. Another patient, who was cystostomized, 
led an almost active life for a year. As in this case 
the tumor invaded the lesser pelvis and compressed 
the rectum, it was necessary to make an artificial 
anus. The patient lived eighteen months with the 
double infirmity and died of anuria. His daughter 
said that he got out every day and did not appear 
to suffer much. A third patient lived two years 
and a half without a cystostomy. Fifteen days before 
her death she was writing for a magazine. She died 
of uremia due to infection of both kidneys. Another 
patient, believed affected with cancer of the bladder, 
has remained well for eight years. For a year this 
patient had frequent hematuria. Two large mush- 
room growths of the bladder disappeared after 
electrocoagulation. Pace. 


GENITAL ORGANS 


Webb, J. C., and Mucklow, S. L.: Non-Operative 
Treatment of the Senile Prostate. Lancet, 1931, 
CCXX, 957. 


Usually one of two alternatives is offered to pa- 
tients for the symptoms associated with senile 
prostate: catheter life or operation. The authors 
propose deep X-ray therapy or diathermy plus static 
wave, or their combination. Prostatectomy often 
gives only partial relief and sometimes is followed by 
complications or shock. Moreover, the patient’s age 
is itself a source of danger in operative treatment. 

There are two distinct types of simple senile 
prostate: the large, elastic, or soft prostate, and 
the small, hard prostate. The question arises whether 
these are separate conditions or whether there is 
always a preliminary increase of adenomatous ele- 
ments with subsequent replacement of the gland- 
ular portion by fibrous tissue. Whatever its origin, 
simple enlargement of the prostate resembles, 
grossiy and histologically, an adenoma with a vary 
ing amount of cyst formation. Hence it may be 
assumed that the soft hypertrophied prostate is 
definitely adenomatous and characterized by the ne 
formation of epithelial cells. The fibrous prostate is 
the result of inflammation occurring in two distinc! 
ways. In some cases, an adenomatous condition 
beginning in the prostate results in dilatation of tlic 
periurethral gland ducts with sepsis invading the 
prostate from the urethra and consequent hyper- 
plasia, overgrowth of connective tissue, and obliteri- 
tion of glandular tissue. In other cases, excessive 
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fibrous tissue results from irritation of chronic pros- 
tatitis by excessive riding, masturbation, or sexual 
excess. 

The symptoms are well known. The early fre- 
quency is almost certainly due to nerve irritation 
associated with hyperplasia of the lining epithelium 
of the prostatic urethra and the internal vesical 
sphincter. 

Non-operative treatment is based on: (1) the 
selective action of rays of short wave-length in 
destroying newly formed cells and leucocytes; (2) 
the effect of diathermy in promoting increased circu- 
lation in the part treated; and (3) the action of the 
Morton wave in causing cellular contraction (histo- 
logical massage), thus aiding the increased circula- 
tion to dispose of the débris of cells destroyed by the 
X-rays. 

The treatment is indicated by all early cases and 
for later cases without much residual urine and 
without definite intravesical enlargement as shown 
by cystoscopy. A large amount of residual urine, 
enlargement of the bladder, and evidence of back- 
pressure on the kidney and of cystitis are contra- 
indications. If benefit results from the treatment, it 
should be repeated if the symptoms recur. 

In the treatment used by the author, 200 kv. are 
applied through the perineum to two inguinal fields 
and two fields on either side of the coccyx. Only 
four-fifths of the unit skin dose is given to the 
perineum, but the full dose is given to the other 
fields. The rays are directed through the inguinal 
regions and the abdomen is protected by a central 
strip 3 in. wide to prevent damaging the skin for sub- 
sequent operation. The supplementary diathermy 
and static applications are begun as scon as the 
radiotherapy is completed and are given daily on 
alternate days for three weeks. If the prostate is 
small and hard, the combination of diathermy and 
static wave may suffice. Radiotherapy has but little 
effect on the purely fibrous prostate. In the absence 
of the contra-indications mentioned, deep radio- 
therapy with or without diathermy and static wave 
is employed. This non-surgical treatment is indi- 
cated also in early cases, those in which the condition 
of the heart or lungs, the general condition, or the 
patient’s age contra-indicates operation, and those 
in which operation is refused unless it is absolutely 
necessary. Louis NeuweE tt, M.D. 


Pugh, W. S.: The Seminal Vesicle and Its Diseases. 
Med. J. & Rec., 1931, xv, 383. 


Pugh believes that in the majority of cases of 
acute gonorrhoea the infection spreads to the 
posterior urethra, and that, in over 75 per cent of 
the cases with such a spread of the condition, 
unilateral or bilateral seminal vesicle involvement 
occurs. He is of the opinion that those who find in- 
volvement of the seminal vesicles only infrequently 
either do not look for it or do not recognize it. 

Among other causes of seminal vesiculitis besides 
gonorrhoea, the author accords first place to the 
practice, in sexual intercourse, of withdrawal just 


prior to ejaculation. He has known seminal vesiculi- 
tis to occur also as the result of ungratified sexual 
desire. 

Seminal vesiculitis may give rise to low back pain 
and pain in the groins. In industrial cases it is 
frequently diagnosed as sprained back or industrial 
hernia. The symptoms in the acute and subacute 
stage include a low grade fever, headache, backache, 
and malaise. The urinary symptoms are inseparable 
from those of the co-existing prostatitis, namely, 
frequency, urgency, and dysuria. Blood-stained 
emissions are common. In the chronic stage, the 
chief symptom is low back pain which sometimes 
radiates down the legs. This is caused by swelling 
of the seminal vesicles due to interference with 
drainage. 

The author emphasizes the importance of rectal 
examination in the diagnosis. The prostate and 
vesicles may become matted together by the exten- 
sive inflammation. Pus may not appear in the 
expressed secretion until after the second to fifth 
massage, that is, not until the pockets of infection 
have been opened up. 

The author believes that fully 75 per cent of 
backaches in males are of seminal vesicle origin. 

Because of the close relationship of the seminal 
vesicles and the ureters, disease of the seminal ves 
icles may cause ureteral obstruction. Ureteral ob- 
struction due to the seminal vesicles is more common 
than is generally believed. 

For treatment of the seminal vesicles, the author 
advises massage and the use of sounds and anti- 
septic solutions in the bladder and urethra. He 
emphasizes that care must be taken not to do too 
much at one treatment because of the danger of 
causing epididymitis. He considers the use of 
diathermy a useful adjunct to the other measures 
mentioned. 

He believes that surgery directed against the 
seminal vesicles is greatly overdone and should be 
undertaken only with great caution and in selected 
cases. Of 365 vasostomies performed by him, 65 per 
cent failed. Pugh ascribes the frequency of their 
failure to the fact that the disease is in great part a 
perivesiculitis which is not reached by antiseptics 
injected into the lumen of the vesicle. 

Pugh believes that seminal vesiculotomy and 
vesiculectomy are indicated in severe persistent 
gonorrheeal arthritis, and that vesiculectomy is 
indicated in tuberculosis of the seminal vesicles. 
He discusses the technique of vesiculectomy in some 
detail and advocates the procedure described by 
Hunt. 

Another method of treatment is catheterization 
of the ejaculatory ducts through an endoscopic 
tube. Solutions may be injected in this way for 
diagnostic or therapeutic purposes. 

lugh reports a case of primary carcinoma of the 
seminal vesicle which could be treated only by 
palliative cystostomy. 

In conclusion, Pugh emphasizes the importance 
of seminal vesiculitis as a complication in the per- 
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formance of prostatectomy. He believes that infec- 
tion of the seminal vesicles is present in fully 25 per 
cent of cases coming to prostatectomy, and that 
persistence of the symptoms following the operation 
may be due in great measure to this infection. 
IrvING J. SHAPIRO, M.D. 


Roper, R. S.: Gonococcal Infection of the Seminal 
Vesicles. Lancet, 1931, CCxx, 793. 


Catheterization of the ejaculatory ducts is ren- 
dered difficult by poor visibility of the ducts, the 
yielding of the verumontanum, and the resistance 
offered to the passage of the catheter along the duct 
even after perfect engagement in the orifice. To 
overcome these difficulties the author proposes the 
use of a special urethroscope, by means of which 
it has occasionally been found possible, in experi- 
ments on the cadaver, to pass a No. 3 F. catheter 
far enough to inject the vesicles. Because of its 
small caliber and the precision with which a catheter 
or diathermy electrode can be manipulated, this 
instrument is valuable also for operative work in 
the posterior urethra. 

The seminal vesicle is one of the most complicated 
sacs in the body and when infected can be effectively 
drained in only about 15 per cent of cases. Diver- 
ticula are an impediment to complete cure of in- 
fection and account for the chronicity of vesiculitis. 
They may be responsible also for an unaccountable 
relapse after months or years of freedom from 
symptoms. The relapse may occur after coitus with 
a partner showing no trace of infection. In such 
cases it seems probable that pus is liberated from a 
diverticulum and fresh infection of the mucosa 
results. The tube bends on itself, producing many 
shelves, and although fluid enters easily from the 
vas, evacuation of the vesicles through the ejacula- 
tory duct by digital pressure is not easy. 

It is not known whether the spread of infection 
occurs by way of the lymphatics, by continuity of 
the mucosa, or by the blood stream. That it may 
arise from too forcible injection during treatment 
appears not improbable. If the spread is direct, 
there is good reason for the belief that in epididy- 
mitis the vesicle is always infected as the infection 
must pass across the vesicular orifice which is com- 
paratively large. 

In go per cent of the acute cases there is an asso- 
ciated posterior urethritis, but the latter may be 
silent and may heal completely during treatment. 
The symptoms of a more acute infection, such as 
strangury, dysuria, cessation of the discharge, and 
perhaps a Jittle hematuria during the first week of 
an acute attack or three weeks after infection should 
arouse the suspicion that the infection has spread 
to the vesicles. Vesicular infection is not looked 
for often enough; a serious constitutional disturb- 
ance at the beginning of acute gonorrhoea is more 
often ascribed to lack of resistance than to infection 
of the urinary tract. Infection of a sac such as the 
seminal vesical causes constitutional disturbances 
if drainage is poor. When drainage is good and the 
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infection clears up quickly it is often not suspected, 
The possibility of subsequent chronic vesiculitis 
should also be considered and, after convalescence. 
a searching examination for this condition should 
be made. There are no pathognomonic symptoms. 

In the rare cases of acute spermatocystitis with 
blocking of the ejaculatory duct and spread of the 
infection into cellular tissue there are symptoms of 
serious illness—a high temperature, perineal and 
rectal pain relieved by urination, and frequency of 
micturition. In the milder forms there may be 
hemospermia (rare) and priapism. The pain is 
more likely to be due to associated prostatitis. 
There are few signs, and rectal examination is dis- 
appointing as the acutely inflamed vesicle is not 
palpable. However, if rectal examination is made 
during the acute stage of severe gonorrhoea with the 
patient in the knee-elbow position a significant find- 
ing is a turgescence sometimes felt spreading over 
and above the prostate and obliterating its charac 
teristic outline. 

The history of an undoubted chronic vesiculitis 
generally shows that during the original acute 
attack there was an epididymitis with a high tem 
perature or joint pains. French urologists regard a 
relapsing epididymitis occurring first on one side 
and then on the other as pathognomonic of vesicular 
infection. The usual symptoms of chronic vesiculitis 
are a most inveterate gleet, chronic haziness of the 
urine, and rheumatism following a troublesome 
gonorrhoea. Gleet may be the only symptom. Mii- 
croscopic examination may show that most of the 
pus from the meatus is degenerated, but well- 
staining fresh pus cells may also be seen. Organisms 
of secondary infection and occasionally gonococci 
are found. The intermittent appearance of gono- 
cocci necessitates repeated examination for them 
The discharge may be intermittent and yield quickly 
to urethrovesical lavage. Haziness of the urine is 
suggestive, but the urine may also be clear. Haemo 
spermia is uncommon, but by some is considered pa 
thognomonic. Symptoms may be almost absent, and 
the condition may be revealed only accidentall\ 
The anterior urethra should be thoroughly explore: 
for folliculitis and the posterior urethra for abscesses 
and pockets which drain poorly. Rarely, pus ma\ 
be seen exuding from the ejaculatory duct. Posterior 
urethroscopy should be done at least a fortnight 
before the vesicles are investigated because this 
examination may produce hazy urine for a few days 

In massage of the vesicles, care must be taken 
to reach the upper margin of the prostate. In most 
cases of vesiculitis the vesicle cannot be felt ani 
massage should be done along the upper margin o! 
the prostate. For palpation of the ampulla of the 
vas, the beginning V-shaped portion of the prostate 
should be sought; sometimes a thickening is palpab! 
there. In fat subjects, efficient massage of thc 
vesicle is often difficult and the finger fails to reac! 
beyond the middle of the prostate. 

Macroscopically, the saline solution injected int: 
the bladder previous to the massage may be clei! 
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or cloudy with solid particles. The cloudiness may 
be due to phosphates or free pus. Characteristically, 
the saline solution shows large flocculent masses in 
the shape of complete casts. Persistent haziness of 
the saline solution without obvious infection of the 
prostate indicates vesicular infection. Culture and 
microscopic examination of the secretion may reveal 
gonococci and pus. This examination should be re- 
peated several times. 

Patients with acute gonococcal infection of the 
seminal vesicles with symptoms of septicemia and 
arthritis should be confined in bed. Deep perineal 
pain and the discovery of an abscess in the region 
of a vesicle on rectal examination are indications 
for drainage. In milder cases, rest in bed is imper- 
ative. Local treatment of the urethra and massage 
are contra-indicated. When there is a consider- 
able urethral discharge, anterior irrigation should 
be done by the surgeon. Vasotomy may be tried. 

In chronic cases the most important treatment is 
massage of the vesicle for months rather than weeks. 
Before the massage the bladder should be filled 
with a weak antiseptic such as a 1:8,000 solution 
of oxycyanide of mercury. For diagnosis and at 
periodic intervals this should be replaced by saline 
solution. If the expression fluid contains pus 
threads or shows a general haze due to free pus, 
massage should be done twice weekly. Diathermy 
is of value only to relieve symptoms. Gonococcal 
vaccine in doses of from 500 to 1,000 millions may 
help, but by itself is useless. 

Vasotomy may lead to stricture of the vas. In 
America, vasopuncture is preferred. In the author’s 
opinion, vasotomy is the method of choice. The 
antiseptics used for injection include 5 to 10 per 
cent collargol, 5, 10, and 25 per cent argyrol, 1 to 
» per cent silver nitrate, and 20 per cent silver 
protein (Thomas). Some urologists advocate bi- 
lateral vasotomy. Recurrent epididymitis on one 
side points to infection of the ampulla and vesicle 
of that side and indicates a single vasotomy. The 
indications for vasotomy are: (1) protracted cases 
lasting over five months in which other treatment 
has failed, especially if rheumatism is present; 
(2) resistant cases in which a deep perineum prevents 
effective massage of the vesicles; (3) cases in which 
the co-operation of the patient during a long course 
of treatment is doubtful and the disease is disabling; 
and (4) cases in which sterility has been established 
by bilateral epididymitis. | Lours Neuwett, M.D. 


Cabot, H., and Nesbit, R. M.: Undescended Testis: 
Principles and Methods of Treatment. Arch. 
Surg., 1931, xxii, 850. 

Failure of the testis to descend has been attributed 
to paralysis of the muscle fibers of the gubernaculum, 
faulty attachment of the gubernaculum to the testis, 
absence of the gubernaculum, obstruction in the in- 
guinal canal from narrowing of the entire canal or 
stenosis of the external ring, adhesions between the 
peritoneum and the testis, epididymis, or spermatic 
cord, shortness of the spermatic vessels, faulty posi- 
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tion of the fetus iz utero, and abnormalities of the 
testis or epididymis. 

In operations for the correction of non-descent of 
the testis the shortness of the spermatic vessels offers 
the greatest obstacle to placing the testis in the bot- 
tom of the scrotum. 

The undescended testis is generally found to be 
somewhat smaller and softer than normal. Asa rule 
there is an associated indirect inguinal hernia. 

All undescended testes eventually undergo morph- 
ological and functional changes. The further the 
pre-adolescent testis has descended in its normal 
route, the more normal it appears histologically. The 
younger the age at which a retained gland is exam- 
ined, the more nearly normal is its morphological 
appearance. The interstitial cells of Leydig are 
apparently not influenced by the abnormal situation 
of the retained testis. 

Orchidopexy is probably best performed before 
the age of nine years, but even after puberty and as 
late as the third decade it may save a gland capable 
of spermatogenesis. On account of active intersti- 
tial cell development in these glands, orchidectomy 
should never be considered at any age. 

Cabot and Nesbit describe a method of orchi- 
dopexy in which permanent lengthening of the ves- 
sels is obtained by continuous traction by means of 
sutures attached to a wire frame and rubber bands. 

Jacos S. Grove, M.D. 


Levinson, A.: Gangrene of the Scrotum in Infants 
and in Children. Am. J. Dis. Child., 1931, xli, 
1123. 


The following 4 types of gangrene of the scrotum 
are distinguished: 

1. Gangrene due to systemic disease. 

A. Infectious diseases such as measles, influenza, 
malaria, pneumonia, typhoid, variola, and varicella. 

B. Metabolic diseases, such as diabetes. Of the 
203 cases found in the literature by Coenen and 
Przedborski, 21 were of this type. 

2. Gangrene due to urinary extravasation and in- 
filtration. Twelve such cases were found in the 
literature by Coenen and Przedborski. 

3. Gangrene due to trauma to the genital organs 
or the buttocks from mechanical, chemical, or 
thermal agents. Twenty-eight of the 203 cases found 
in the literature by Coenen and Przedborski were of 
this type. 

4. Gangrene due to a local inflammatory process. 
This may be subdivided into: 

A. That caused by an infection of the genital 
organs such as erysipelas or a local abscess. 

B. That due to inflammatory processes not pri- 
marily located in the genitalia, such as umbilical 
infections. 

C. That due to an undetermined cause, the so- 
called spontaneous gangrene. Coenen and Przed- 
borski found that 142 of their collected cases be- 
longed to this group. As streptococci were frequently 
found in the gangrenous area, Esau concluded that 
most of the cases were due to erysipelas. 
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To the 25 cases of gangrene of the scrotum in 
children which have been reported in the literature 
up to the present time, the author adds the cases of 2 
infants sixteen days and eighteen months old re- 
spectively. The youngest of the 27 children was 
five days old, and the oldest fourteen years. One 
of the cases was of the first type, 1 was of the second 
type, 4 were of the third type, and 19 were of the 
fourth type. 

Of the cases of Type 4, 14 were due to local infec- 
tion and 5 to a remote infection (umbilical infection 
in 4 and abscess of the leg in 1). 

The mortality of gangrene of the scrotum of all 
types and occurring at all ages was 22.1 per cent in 
the cases reviewed by Coenen and Przedborski and 
32.1 per cent in those reported by Randall. Of the 
25 infants and children whose cases have been 
reported in the literature, 17 (68 per cent) recovered 
and 7 (28 per cent) died. The result in 1 (4 per cent) 
is not known. 

There is no standard treatment for gangrene of the 
scrotum. The author believes that a surgical solu- 
tion of chlorinated soda is of value. 

C. Travers Stepita, M.D. 
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MISCELLANEOUS 


Watson, E. M.: Sinus Tract Carcinoma. J. Uro/., 
1931, XXV, 469. 

Watson reports two cases in which carcinoma 
developed in a suprapubic fistula secondary to 
suprapubic cystotomy performed on account of 
stricture of the urethra. In one, the stricture was of 
traumatic origin, and in the other was a sequela of 
gonorrheeal infection. In neither case was there any 
evidence of bladder involvement. One of the pa 
tients was treated by operative excision of the lesion 
followed by radium and deep X-ray therapy. He 
died three months later, evidently from generalize: 
carcinomatosis. The other was treated by the 
implantation of radium followed by extensive deep 
X-ray therapy. He developed an incisional hernia 
and succumbed to an operation performed two years 
later for the latter condition. No evidence of re 
currence was apparent at the time of his death. 

The author was unable to find any record of 
similar cases in the literature, but cites three cases 
of carcinoma secondary to a perineal urinary fistula. 

IrvING J. SHAPIRO, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Del Buono, P.: Changes in the Bones in Reticulo- 
Endotheliosis (Di alcune particolari alterazioni 
scheletriche nelle reticulo-endoteliosi). Radiol. med., 
1921, Xxxviii, 588. 


In America, reticulo-endotheliosis is called 
Schueller’s or Christian’s disease, but the first case 
was described by Hand in 1893. The condition is 
characterized by softening of the bones of the skull, 
polyuria, and exophthalmos. In Hand’s case, that 
of a child three years of age, a severe attack of 
measles was followed by arrest of growth, thirst, 
polyuria, bilateral exophthalmos, weakness, bronz- 
ing of the skin, and an eruption on the abdomen 
resembling that of scabies. Death resulted from 
bronchopneumonia. Autopsy showed zones of soft- 
ening of the parietal and frontal bones of the skull 
due to a mass of yellow substance which had 
originated in the dura and eroded the bone. 

Schueller’s earliest cases were reported in 1915. 
The first was that of a sixteen-year-old boy who, at 
the age of six years, had fallen from a height of 4 
meters and struck on his abdomen. The accident 
was followed by nocturnal enuresis, arrest of growth, 
and the signs of beginning adiposogenital dystrophy. 
Palpation then revealed softening of the parietal 
bones of the skull and roentgen-ray examination of 
the skull showed zones of transparency in these 
bones. On both sides of the clavicles there were 
soft masses beneath the skin which appeared to be 
lipomata. 

Schueller’s second case was that of a child five years 
of age who, at the age of two years, had had a 
severe attack of convulsive coughing followed by 
exophthalmos, thirst, polyuria, and moderate en- 
largement of the liver and spleen. Physical ex- 
amination disclosed zones of softening in the skull, 
particularly in the parietal bones. Roentgen-ray exam- 
ination showed complete disappearance of substance 
in the parietal bones and erosions of the sphenoid 
and the roof of the orbit. Similar destructive 
lesions were found in the pelvis and the upper 
third of the right femur. The optic nerve was atro- 
phied. The Wassermann reaction was negative. 

The author reviews also the other cases that have 
been reported in the literature, about thirty in all. 
He concludes that the syndrome is caused by an 
accumulation of fat in the bones and parenchy- 
matous organs brought about by hypertrophy of the 
reticulo-endothelial cells as the result of disturb- 
ances of fat metabolism. The best treatment is 
roentgen therapy. Irradiation may act directly or 
indirectly through the vegetative centers of the 
midbrain. Aubrey Goss Morgan, M.D. 


Jura, V.: Filtrable Osteomyelitic Virus (Sul virus 


filtrabile osteomielitico). 
XXXVlii, 184. 

The author reports experimental data which 
refute the arguments against the existence of an 
osteomyelitic ultravirus—that the lesions found in 
rabbits after the use of such a supposed ultravirus 
are due to the potassium nitrate used for the 
plasmolysis of the bacteria; that filtrates of cultures 
of staphylococci do not produce these lesions; and 
that the lesions are only irritative lesions caused by 
toxins and are not inflammatory. 

Jura was able to produce osteomyelitic lesions in 
rabbits with filtrates of micro-organisms from cases 
of osteomyelitis but not with filtrates of ordinary 
staphylococci, and he succeeded in transmitting the 
infection from these rabbits to others with 
material containing no visible or cultivable micro- 
organisms. He was unable to find a toxic substance 
in broth filtrates of ordinary staphylococci that 
caused lesions resembling those of osteomyelitis. 

There seems to be a symbiosis between the ultra- 
virus and the bacteria, the ultravirus being inside 
the bodies of the bacteria and separable from them. 
This may explain why infection cannot be produced 
by filtrates from all colonies. In some, it may be 
impossible to demonstrate the ultravirus biologically 
because it cannot be separated from the bacteria. 

Agglutination experiments showed that not only 
bacteria from osteomyelitic foci in man, but also 
other bacteria, could be agglutinated with the serum 
of osteomyelitic persons after contact for varying 
periods of time with filtrates of cultures of bacteria 
from osteomyelitic lesions. These filtrates had of 
course been tested and proved capable of producing 
osteomyelitis in young rabbits. Other experiments 
proved that the virus is cultivable in lymphocytes. 

In Jura’s opinion, the study reported in this 
article shows that an ultravirus which may 
cause osteomyelitis exists in symbiotic synergism 
with pyogenic cocci. Auprey Goss Morcan, M.D. 


Policlin., Rome, 1931, 


Casazza, R.: The Roentgen Appearance of Cer- 
tain Bone and Joint Changes in Syphilis (Con- 
siderazioni sugli aspetti radiologici di alcune alter- 
azioni osteo-articolari in luetici). Radiol. med., 
1931, XViii, 565. 

The author describes a number of bone and joint 
lesions found in syphilitic patients, calling attention 
to the great variety of such lesions and the diffi- 
culty of proving that a bone or joint disease in a 
syphilitic person is caused by the syphilis. The 
case reports are supplemented by roentgenograms. 

The first case was that of a seven-year-old child 
with hereditary syphilis. In the vault of the skull 
there was a rather soft area, the size of a quarter, 
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which had an elevated border. Pressure on this area 
caused pain. The roentgenogram showed serious 
destruction of bone. None of the other bones of the 
skeleton was affected. The child was mentally de- 
fective. His mental condition and the bone lesion 
improved greatly under treatment with bismuth. 

The development of bone syphilis seems to de- 
pend on both a general and a local factor. This 
was indicated by a case of acquired syphilis in a 
man of twenty-five years who showed distinctly 
productive lesions in the tibie and distinctly de- 
structive lesions in the superior maxilla. The differ- 
ence is attributed by the author to a local factor. 

In the case of a man sixty-five years of age the 
bones of the skull and the distal ends of the bones 
of the forearms and legs were thickened and en- 
larged, evidently as the result of the general action 
of the virus, and serious lesions were present in the 
kidneys and circulatory system. 

In syphilitic persons, trauma may cause local- 
ization of the syphilis in the bones. Illustrative 
cases are cited. Also cited are cases of joint lesions 
in syphilitic persons in which it was impossible to 
prove that the joint disease was caused by the 
syphilis. The author characterizes the joint disease 
in such cases as arthropathy in a syphilitic rather 
than as syphilitic arthropathy. However, he be- 
lieves that in the cases cited the preponderance of 
evidence indicated that it was syphilitic. As known 
syphilitic changes are not always corrected by 
specific treatment, this theory is not disproved by 
the fact that in some of the cases the condition did 
not react very well to anti-syphilis treatment. 

Aubrey Goss Morcan, M.D. 


Leadbetter, G. W.: Periosteum: A Living Bone 
Suture. Arch. Surg., 1931, xxii, 754. 


Non-union and delayed union occur much more 
often in cases of fracture in which reduction is ef- 
fected by operation than in those in which closed 
reduction is done. For many years their greater 
frequency in surgically treated cases has been at- 
tributed to the use of artificial sutures. Groves’ 
experimental work showed that after operative 
intervention sepsis is not infrequent, and that non- 
union and delayed union occur in from 40 to 50 
per cent of cases because of interference with the 
circulation in the ends of the bone fragments. The 
use of absorbable materials is frequently followed 
by delayed union because these substances bend or 
break before sufficient callus has been formed to 
immobilize the fragments. In the early stages of 
bone repair, periosteal callus is important. The 
heaviest and strongest callus, resulting in late 
repair and permanent union, is thrown out by 
endosteal and medullary bone. The fixation of 
fragments of bone by early periosteal proliferation 
aids materially in increasing the circulation and hence 
acts as a stimulant to the permanent and strong 
endosteal callus. 

Of seventy-six cases of open reduction of fractures 
of the long bones reviewed by the author, delayed 


union and non-union occurred in 82 per cent of 
those in which suture was employed and in only 13 
per cent of those in which suture was not employed. 

Good apposition of the fragments is essential for 
satisfactory repair. Proper fixation is often difficul 
to obtain. An adequate blood supply, both periosteal! 
and medullary, must be preserved. To stimulate 
the circulation, early mobilization is important. 

In a large number of cases of fracture reduced bh, 
operation internal fixation is necessary. As the use 
of absorbable sutures has been unsatisfactory ani 
delayed union and non-union are rare in fractures 
well reduced without operation or reduced by open 
operation without suture, it appears that an au 
togenous suture would be best. Fascia lata has been 
used as an autogenous suture, but does not stimulate 
early callus formation. 

The ideal bone suture must be strong, easil\ 
obtained, non-irritating, autogenous, osteogenic, an! 
easily introduced. 

The author studied the tensile strength of peri 
osteum, kangaroo tendon, and several varieties «| 
chromic catgut after they had been immersed ii 
physiological salt solution. The kangaroo tendon 
and catgut absorbed the fluid and showed a rapid 
decrease in strength directly proportional to the 
length of time they had remained in the salt soli 
tion. The periosteum was not weakened and wa 
found also to meet the other requirements of « 
satisfactory living bone suture. Periosteum grows 
best when it is in contact with bone and regenerate: 
early in fracture repair, thereby aiding the blood 
supply and fixation. 

In his experimental studies of periosteum as 
suture material, the author used rabbits becaus: 
these animals were found to be less susceptible to 
ordinary infections than other animals and because 
their bones unite quickly. In all of the experiments 
the bone fractured was the tibia. This was fractured 
manually before it was exposed. The periosteum 
was used in different ways. In some of the animals 
the medullary cavity was plugged with bone wax 
and the periosteal flap was carried across the point 
of fracture, care being taken to oppose the osseous 
surface of the periosteum at its point of contact 
with the cortex of the tibia. Sometimes the leg was 
immobilized in coaptation splints or heavy adhesive 
plaster cast and sometimes it was loosely bandaged 
with gauze. The rabbits were allowed to move about 
freely. They were all healthy and had not been 
used for other experimental purposes. 

From the findings of these experiments the fol 
lowing conclusions are drawn: 

1. A periosteal graft including small fragments 
of cortical bone lives and proliferates when it is 
opposed to autogenous bone im situ. 

2. Periosteum is an early proliferative agent in 
the healing of fractures. 

3. Splinting materially affects the formation of 
periosteal callus as the periosteum is much more 
dense and tends to proliferate more actively in cases 
with careful splinting and immobilization. 
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4. Endosteal callus appears relatively late in the 
healing of fractures. 

5. Endosteal proliferation advances more rapidly 
and forms a firmer union when fixation is strong and 
when it is stimulated by an abundant early periosteal 
callus. 

The author has used periosteal sutures also in 
several clinical cases of fractures of the olecranon, 
a case of ununited fracture of the humerus, a case 
of delayed union of the ulna, and a case of delayed 
union of the tibia. The operative technique was 
that of the insertion of any operative material. 
The periosteum was obtained from the broad an- 
terior surface of the tibia. The results were uni- 
formly good. 

Leadbetter does not contend that the periosteum 
itself is the curative agent in fractures, as un- 
questionably the only permanent and strong repair 
comes through the channels of endosteal or medul- 
lary callus. However, the endosteal or medullary 
callus appears relatively late and a strong, non- 
irritating suture which will not disturb the circula- 
tion is necessary for early fixation. The periosteal 
suture cannot be depended upon alone. All of the 
generally accepted methods used in open reduction 
must be employed. The periosteal suture should 
be used only in selected cases. It appears to be 
applicable to fractures of long bones which do not 
bear weight, especially fractures of the radius and 
ulna which have resisted one or two attempts at 
closed reduction. Rosert C. Lonercan, M.D. 


Kortzeborn, A., and Hesse, F.: The Treatment and 
End-Results in Non-Specific Suppurative In- 
flammations of the Large Joints (Behandlung 
und Endausgaenge der unspezifischen eiterigen Ent- 
zuendungen der grossen Gelenke). Arch. f. klin. 
Chir., 1931, clxiv, 95. 

The authors divide non-specific suppurative in- 
flammations of the large joints according to the 
classification of Payr and Fisher into simple in- 
flammatory and exudative joint affections, including 
purulent synovitis, and capsular phlegmons of a 
parenchymatous or destructive nature. 

In the treatment of threatening or manifest acute 
joint suppuration, conservative methods have 
proved of great value. They include sterilization 
of the joint cavity (usually with phenol-camphor), 
maintenance of a closed joint cavity, thermotherapy, 
and early mobilization. In cases of bacteriologically 
or clinically sterile joint effusions these measures 
have given excellent results. While it cannot be 
proved with certainty whether an infection has been 
present or not in such cases, it is important to com- 
bat infection by the injected antiseptic. In the 
first of the three groups into which they divide their 
cases the authors include also traumatic joint effu- 
sions. Of four cases of effusion in the elbow, healing 
resulted with complete function in two and with 
insufficient function in two. One of the latter might 
have been a case of gonorrhceal arthritis. Function 
was incomplete also in the single case of inflamma- 
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tion of the wrist which might have been gonorrhceal 
arthritis. Of the sixteen cases of knee-joint effusion, 
complete function was restored in thirteen. In one 
case function was insufficient, and in two cases it 
was partial. 

In the cases of Group 2, which included all true 
and, for the most part, bacteriologically proved, 
suppurations, the end-results were considerably less 
favorable. In this group also conservative treat- 
ment was used. Of the nineteen cases, complete 
function was obtained in four and partial function 
in four. In four others, the joint became ankylosed. 
In six cases the patient died. Most of the deaths 
were due to generalized infection. In one case a 
flail joint resulted. 

In Group 3, in which the end-results were least 
favorable, the authors included the cases of total 
suppuration of the joint with rupture of the pus 
through the capsule and the cases of primary 
phlegmon of the capsule. The results supported the 
theory that an infected joint, once opened to any 
considerable degree, is doomed to immobility. The 
opposing view advanced by Willems is supported 
by a few foreign surgeons. Willems’ method has 
not been tried at the Payr clinic, but the authors 
believe that diseased joints which retain their func- 
tion after Willems’ method are treated successfully 
at the Payr clinic by more conservative procedures. 
In all of the authors’ thirty-five cases in Group 3, 
wide radical opening of the joint was necessary. 
The indication for this treatment is established by 
the clinical picture—extension of the infection to 
other parts of the capsule, rupture of the pus into 
the nearby muscles, the beginning of general septic 
symptoms or the sudden appearance of such symp- 
toms with a rapidly developing capsular phlegmon, 
gas phlegmon, or a putrefactive process in the 
joint. A sufficient outlet for the pus must be pro- 
vided, if necessary by opening the posterior space. 
Occasionally, extension is indicated, but in all cases 
absolute immobilization is necessary to obtain an- 
kylosis of the joint in a favorable position. If the 
phlegmon continues to extend, the limb must be 
amputated. Of the thirty-five cases in Group 3, 
complete function was obtained in one, partial func- 
tion resulted in eight, ankylosis developed in twenty, 
and death occurred in seven. The most severe 
functional disturbances were caused by infections 
due to the streptococcus brevis and the staphylo- 
coccus aureus. WANKE (Z). 


Burns, B. H.: Osteochondritis Juvenilis of the 
Lower Ulna Epiphysis. Proc. Roy. Soc. Med., 
Lond., 1931, XXiv, 912. 

Burns reports a case of osteochondritis juvenilis 
of the lower epiphysis of the ulna in a boy ten years 
of age. The roentgenograms, which are included in 
the article, show that the epiphysis was enlarged, 
irregular, somewhat sclerosed, and fragmented. 

The wrist was immobilized in a light plaster cast 
for a year, during which time the tenderness, swell- 
ing, and pain subsided. Paut C. Cotonna, M.D. 
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Geist, E. S.: The Intervertebral Disk. J. Am. M. 
Ass., 1931, xCvi, 1676. 

Much information regarding the spine and inter- 
vertebral disks has been gained in the past five 
years from the work of Schmorl of Dresden. There 
are 23 intervertebral disks. In a man 6 ft. tall they 
make up about 5 in. of the height. The interver- 
tebral disks constitute 40 per cent of the cervical 
portion of the spine, 20 per cent of the thoracic 
portion, and 33 per cent of the lumbar portion. 
They aid in the motion of the spine; in fact, motion 
would be impossible without them. Each disk con- 
sists of 3 parts: (1) the nucleus pulposus, (2) the 
annulus fibrosus, and (3) the cartilage plate. The 
nucleus pulposus, which is slightly behind the me- 
dian line, is composed of a semi-fluid substance 
with a few cartilage cells. It is the remains of the 
notochord. Although it grows smaller with age it 
never disappears. The annulus fibrosus is a fibro- 
cartilaginous structure constituting the main bulk 
of the disk. It is firmly attached to the periphery 
of the vertebral body. The cartilage plate comes 
into contact with the surface of the vertebral body, 
but is only loosely attached to it. 

The nucleus pulposus is a sort of water pillow 
under internal pressure which acts as a shock ab- 
sorber. When opened up in the cadaver, it quickly 
bulges, and when put into cold water it swells to 
4 times its original size. It is the fulcrum about 
which vertebral motion occurs. The annulus fibro- 
sus is the weight-bearing portion of the disk. The 
cartilage plate may be considered a limiting mem- 
brane on each side 

Congenital anomalies of the disks are rare. The 
anomaly which is seen most often consists of the 
remains of the notochord attached to a disk and 
extending into the adjacent vertebra. Calcification 
of the disks may occur, but is very unusual. 

The intervertebral disks play an important part 
in several pathological conditions of the spine. Pro- 
lapse of a disk into a vertebra may occur as the 
result of injury or destructive disease of the bone. 
Schmorl found it in 38 per cent of 3,000 cases. 
Such prolapses vary greatly in their extent. A 
walling-off process occurs around them, but they 
never disappear. There is a difference of opinion 
as to whether they cause symptoms. Geist has 
found them in the roentgenograms of nearly all 
cases of chronic back strain. 

In adolescent kyphosis, multiple cartilage pro- 
lapses are usually found and the disks show many 
remains of the notochord. In senile changes, the 
disks become thin, the patient loses height, and 
ankylosis may occur. In chronic spondylitis, the 
disks undergo prolapse or degeneration. 

The disks may be injured in fractures. This oc- 
curs most often in the lumbar region, less often 
in the cervical region, and least often in the dorsal 
region. When the disks are completely destroyed, 
secondary changes of spondylitis occur. 

No definite relation between scoliosis and disease 
of the disks has yet been demonstrated. In many 


diseases such as tuberculosis, carcinoma, and os 
teomyelitis of the spine and Charcot spine, the disks 
completely disappear. WriLLtAMARTHUR CLARK, M.}). 


Belden, W. W.: The Fifth Lumbar Vertebra Roent- 
genologically Demonstrated. Radiology, 1031, 
XVi, 905. 

The frequency with which patients complaining 
of low back pain are referred for roentgen-ray 
examination of the lumbar spine led the author to 
undertake an investigation of the fifth lumbar ver- 
tebra from the roentgenological standpoint. Text- 
books on anatomy give only meager descriptions of 
this vertebra, but call attention to its numerous 
anomalies. The author cites the work done by 
George and Leonard who constructed a composite 
average normal fifth lumbar vertebra from the find- 
ings in a large number of apparently normal persons. 

The most common congenital variations of the 
fifth lumbar vertebra are unilateral or bilateral 
sacralization of the transverse process with or with- 
out foramina, narrowing and upward pointing of 
the transverse processes, non-fusion of the lamine 
of the spinous processes, and variations in the ar- 
ticular facets. Belden discusses these variations at 
some length. 

The technique used in the roentgen-ray examina- 
tion of the fifth lumbar vertebra is described brie‘ly 
with emphasis on the importance of having the 
patient as straight as possible and of centering the 
rays properly. To demonstrate the relation between 
the transverse processes and the iliac crests, the 
central ray should be directed upward at an angle 
of 45 degrees. In addition to the anteroposterior 
views taken either singly or stereoscopically on the 
Potter-Bucky diaphragm, direct lateral exposures 
should be made. 

For accurate interpretation of the pathological 
changes, knowledge of the age and sex of the patient 
and of any postural abnormalities which may be 
present, is necessary. The disease processes that 
involve the fifth lumbar vertebra are practically the 
same as those that involve other portions of the 
spine. They include osteitis deformans, osteitis 
fibrosa cystica, osteomalacia, Pott’s disease, osteo- 
myelitis, osteo-arthritis, and malignancy. Pott’s 
disease and osteomyelitis of the fifth lumbar ver- 
tebra are comparatively rare. Malignant disease 
may invade in the form of an osteoplastic or an 
osteoclastic process. Non-involvement of the ai- 
jacent intervertebral disks serves to differentiate it 
from other conditions. The most common disease 
of the fifth lumbar vertebra is osteo-arthritis. 

Fractures, which are comparatively rare in this 
vertebra, are most apt to involve the transverse 
processes. 

Injuries and diseases of the fifth lumbar vertebra 
are easily recognizable causes of low back pain, bt 
in many cases with this symptom the fifth lumbar 
vertebra shows no definite changes to account for 
the pain. The author believes that one of the most 
common causes of low backache is spondylolisthe:'s. 
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In reviewing the theories as to the relationship of 
anomalies of the fifth lumbar vertebra to low back 
pain, he states that while there is evidence indicat- 
ing an etiological relation of the former to the 
latter, the fact that such anomalies are frequently 
found in the absence of symptoms makes it impos- 
sible to draw definite conclusions from the roentgen- 
ray findings. 

The article includes numerous roentgenograms 
showing the various conditions described and is 
supplemented by a bibliography of 244 references. 

ApotpH Hartune, M.D. 


Buckley, C. W.: Spondylitis Deformans. Brit. M.J., 
1931, i, 1108. 

Of 150 cases of spondylitis treated at the Devon- 
shire Hospital, Buxton, England, during the last 
three years, 60 were cases of spondylitis ankylo- 
poietica. Six of the patients with the latter condi- 
tion were women. 

Although spondylitis is usually attributed by the 
patient to an injury, the direct cause is undoubtedly 
an infection. The infections more often responsible 
are gonorrhoea, pyorrhoea, and tonsillitis. 

Roentgen-ray examination usually shows osteo- 
porosis of the vertebral bodies and often of the ilia 
and sacrum. The affected vertebre are sensitive to 
pressure on the spinous processes, and there are 
root pains following the course of one or both 
sciatic nerves. Ossification of the interspinous liga- 
ments, ligamenta subflava, and the joint capsules 
rapidly ensues and results in ankylosis. Frequently 
there is involvement of the costovertebral joints 
with consequent ankylosis requiring abdominal] res- 
piration. The sacro-iliac and hip joints may become 
completely ankylosed. The atlanto-axial joint, the 
small joints, and the joints below the hips usually 
escape. 

Among the cases reviewed there were 61 cases of 
spondylitis osteo-arthritica. Two of the patients 
with this condition were women. The causes of 
osteo-arthritic spondylitis are the stress and strain 
of heavy labor. Roentgen-ray examination demon- 
strates changes varying from slight lipping to large 
exostoses which in some cases completely bridge 
the adjacent vertebra. The symptoms are pain in 
the affected region of gradual onset or of sudden 
onset following a strain. Toxic and infective in- 
fluences play an important réle in the development 
of the condition. In the author’s opinion, syphilis 
is also a cause. 

Healed or quiescent tuberculosis of the vertebra 
may present an appearance which is easily confused 
with that of other forms of spondylitis. 

Kuemmell’s disease, which Kuemmell called 
“spondylitis traumatica,” is characterized by the 
breaking down of the cancellous tissue of the body 
of an injured vertebra. This breaking down results 
in recurrence of the pain and stiffness and the de- 
velopment of a slight kyphosis some time after the 
original symptoms caused by the injury. 

Rupotpu S. Retcu, M.D. 
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Kisch, E., and Berger, H.: Tuberculous Spondylitis 
—Its Clinical Symptoms and the Results of 
Its Treatment with Sunlight and Fresh Air 
(Spondylitis tuberculosa—ihre klinischen Symptome 
und Heilergebnisse bei der Sonnen-Freiluftbehand- 
lung). Strahlentherapie, 1931, xXxxix, 109. 


The treatment of tuberculosis of the bones and 
joints has undergone marked changes. From the 
exclusively surgical treatment, in which the attempt 
was made to remove the disease focus entirely, but 
recurrence was not prevented, some have gone over to 
conservative therapy. However, this extreme change 
has not been made in the treatment of tuberculosis 
of the spine. In the latter condition, treatment with 
sunlight and fresh air has always been regarded as 
of primeimportance. It has been assumed erroneously 
that helictherapy owes its effect to a specific action 
on the tuberculous process. The sunlight acts as a 
stimulant to the body, thereby increasing resistance. 

Next to general treatment with sunlight, contin- 
ued immobilization of the diseased parts is the most 
important factor. Corsets, even the Hessing corset, 
are insufficient for complete immobilization. Com- 
plete immobilization is possible only with rest in 
bed. In order that the rest in bed may not necessi- 
tate a continued stay indoors, the authors have their 
patients taken out to the balconies of the hospital. 

In addition to complete immobilization by con- 
tinued rest in bed, the diseased spinal column re- 
quires a uniformly hard substratum in order that the 
softened vertebral bodies may not protrude into the 
soft bedding. Therefore the authors recommend 
resting the spine on a pillow which is tightly filled 
with straw and further stiffened by a thin wooden 
board applied to the underside. In cases with gib- 
bus formation a second pillow should be interposed 
and filled gradually to correct the gibbus. Pillows 
should be placed on both sides to support the 
arms. Involvement of the cervical part of the spine 
or paralysis requires continuous spinal extension. 

During the exposure to sunlight in the authors’ 
cases the patient lies on his abdomen with a pillow 
under the chest to extend the spine. The frequently 
occurring abscesses are punctured, the needle being 
inserted subcutaneously above the upper border of 
the abscess and then pushed in flat between the skin 
and abscess until it reaches the center of the abscess 
when it is made to perforate the abscess membrane 
vertically. By this kinking of the puncture canal, 
the danger of the formation of fistula is reduced. 

Tuberculous spondylitis may be considered healed 
only when the previously diseased vertebral bodies 
are insensitive to direct and indirect percussion, the 
rigidity of the diseased portion of the spine has 
entirely disappeared, the fistule have cicatrized, 
and the nervous disturbances have subsided. After 
healing has occurred the authors’ patients wore a 
corset of the Hessing type for three or four months. 

The article presents statistical data based on 563 
cases. In the cured cases the average duration of 
the treatment was thirteen months. 

SILBERBERG (Z). 
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Pétrignani, R.: Pellegrini-Stieda Disease (La ma- 
ladie de Pellegrini-Stieda). Rev. d’orthop., 1931, 
XXXVI11, 105. 

Pellegrini-Stieda disease is characterized by the 
presence of a bony new formation in relation to the 
internal condyle of the femur. The condition was 
first described by Pellegrini in 1905. Stieda in 1907 
increased our knowledge of it, and Michelson report- 
ed cases. 

The author believes that the disease is always of 
traumatic origin. It is found most frequently in 
men between the ages of twenty-five and forty years. 
It does not occur in children, and develops in women 
only rarely. 

Following a blow over the internal condyle or a 
violent strain on the ligaments about the internal 
condyle, the patient complains of severe pain and 
often of considerable limitation of movement of the 
joint. There may be swelling about the internal con- 
dyle and at times there may be evidences of a 
hematoma in the subcutaneous tissues. Hydrar- 
throsis and hemarthrosis are rare. The absence of 
abnormal movements of the knee joint differentiates 
the condition from fracture. The continued pain and 
limitation of motion usually lead to repeated roent- 
gen examinations. Evidences of a bony nucleus ad- 
jacent to the internal condyle of the femur is rarely 
visible until several weeks have elapsed. The shadow 
is usually in relation to the femorocondylar angle, 
occasionally in relation to the adductor magnus 
muscle and more rarely in relation to the inner 
aspect of the femoral condyle without extending 
beyond the joint space. The bony nucleus varies 
from 1 to 3 cm. in length and from 1 to 10 mm. in 
thickness. Successive roentgen examinations oc- 
casionally show a partial regression in the size of 
the calcified part. 

Physical examination rarely discloses atrophy of 
the adjoining muscle groups. Hypertrophy of the 
internal condyle is common. Limitation of motion 
of the knee joint is very common. Flexion past a 
right angle is difficult, but there is never any inter- 
ference with extension. Tenderness may be noted 
over the femorocondylar angle. 

As the femoral condyle is devoid of periosteum 
where the tendons are inserted, the author rejects 
the theory that the bony nucleus is due to tearing up 
of periosteum. In some cases, however, there may 
have been a tearing up of bone with the adjoining 
periosteum. In cases in which the bony nuclei occur 
at sites not explained by such a cause, calcification 
may have occurred in an old hematoma or in torn 
fibrous or ligamentous tissues. 

Pellegrini-Stieda disease must be differentiated 
from a fracture about the internal condyle of the 
femur, epicondylitis, and severe ligamentous strain. 

The treatment is immobilization for from ten to 
fifteen days followed by mild active motion. Mas- 
sage is contra-indicated. At a later stage the ap- 
plication of heat may be beneficial. Roentgen 
therapy has been suggested to prevent ossification 
in traumatized areas or to cause regression of the 
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process. Surgery is indicated for the removal of 
large irregular bony nuclei and for cases in which 
the symptoms persist after conservative treatment. 
Operation should not be done while the ossification 
is still going on. Wrtt1am P. VAN WaAGENEN, M.1). 


Haggart, G. E.: The Significance of Contracted 
Calf Muscles in the Mechanics of Foot Strain. 
Surg. Clin. North Am., 1931, ii, 371. 


The contracted heel cord, by limiting dorsal 
flexion in walking, causes abduction and pronation 
and finally flat-foot. The patient either abruptly 
lifts the heel from the ground at each step or, more 
often, throws the front of the foot outward, finish 
ing the step over the inner border of the foot and 
eliminating toe action completely. The line of the 
body weight then falls to the inner side of the great 
toe and heel instead of between the first and second 
toes as under normal conditions. The patient has 
the feeling that more of his foot should be on the 
ground. Consequently he abducts and pronates 
the entire foot. This causes unusual strain on the 
ligaments supporting the longitudinal arch, these 
ligaments become weak and stretched, and thus a 
vicious circle is established. 

The chief causes of the condition are contracted 
calf muscles, the wearing of improper shoes, a rapid 
increase in the body weight, and trauma. 

Contracted calf muscles or, as Hibbs calls the 
condition, ‘‘muscle-bound foot,” may result from 
the wearing of shoes with heels that are too high 
or from improper habits of walking, such as walking 
with the foot abducted. Some degree of contraction 


of the calf muscles is found in the majority of foot 
disorders, and in the treatment this should be the 
first condition considered for correction. 

WILiiAmM ARTHUR CLARK, M.1). 


Burman, M. S., and Lapidus, P. W.: The Func- 
tional Disturbances Caused by the Inconstant 
Bones and Sesamoids of the Foot. Arch. Surz., 
1931, XXii, 936. 

The inconstant bones and sesamoids considered 
by the authors are the os trigonum, accessor\ 
scaphoid or os tibiale externum, os peroneum. 
styloid epiphysis and os vesalianum, os intermet: 
tarseum, calcaneus secundarius (and calcaneona- 
vicular fusion), os supranaviculare, secondary «is 
tragalus, os paracuneiforme, os subtibiale, bipartite 
internal cuneiform, bipartite cuboid, os proprium 
sustentaculi, cuboides secundarius, os unci, con- 
stant sesamoids of the great toe, and inconstant 
sesamoids of the other toes. 

The authors prefer to call these ossicles “incon- 
stant bones” instead of “‘accessory bones” as almost 
every one of them has a separate cartilaginous 
center formed as early as the second or third month 
of fetal life. They discuss each inconstant bone in 
detail. 

In conclusion they state that functional changes 
due to the inconstant bones of the foot and the 
sesamoids are not numerous, but become of im- 
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portance from the standpoint of compensation be- 
cause about 75 per cent of feet present such anoma- 
lies. The inconstant bones seldom disturb the 
statics of the foot. H. Earte ConwE Lt, M.D. 
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Grantham, S. A.: A Tunneling Method of Spinal 
Fixation. Am. J. Surg., 1931, xii, 448. 


The procedure described in this article was de- 
vised by the author with the idea of sparing as 
much as possible the ligaments, fascia, and muscles 
attached to the spine which are of special importance 
as supporting structures in the presence of spinal 
disease. 

A transverse incision from 14 to 2 in. in length 
is made through the skin, subcutaneous tissue, 
fascia, and supraspinous ligament caudad to the 
second spinous process below the affected vertebra. 


By means of tunneling osteotomes devised by the 
author, the spinous processes are sectioned at their 
attachments to the laminz and the desired number 
are removed. A flanged retractor is then introduced 
to provide an adequate channel for placement of 
the graft. After the introduction of the graft the 
wound is closed and the graft is held in position by 
the structures over it. The patient may move about 
in bed without danger and may be allowed out of 
bed after a few weeks. 

In cases of angulation deformity, 2 spinous proc- 
esses are sectioned above and below the kyphos and 
a section of rib is used for the graft. 

In the 100 cases in which this operation has been 
performed there were 3 deaths. The method is of 
advantage because it requires only slight exposure 
of the spine, it causes minimal trauma to essential 
structures, there is no surgical shock, the graft is 
fixed without retention sutures, and a cast or brace 
is unnecessary. Rupotrs S. Rertcu, M.D. 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Clute, H. M.: Idiopathic Thrombosis of the Axil- 
lary Vein. Surg. Clin. North Am., 1931, ii, 253. 


The author reports two cases of idiopathic throm- 
bosis of the axillary vein. The patients were women 
twenty-one and forty-two years of age. In both 
cases the traumatic factor was apparently sudden 
abduction and external rotation. 

The significant features in these two cases were 
the same as those noted in all cases previously re- 
ported. 

Pain occurs only after the thrombosis has de- 
veloped. The cedema and congestion of the upper 
extremity are accompanied by the symptoms of 
muscle fatigue. In no case has fever been noted. 

Cases reported in the literature and the author’s 
two cases show that the disability arising from this 
lesion ultimately disappears. Its duration depends 
upon the length of time that elapses before a col- 
lateral venous circulation is established. 

The treatment of axillary thrombosis is essentially 
the management of the local difficulties. The arm 
should be supported in an elevated position. At the 
end of a month the thrombosed area is usually organ- 
ized. Massage and active motion are then indicated. 

The pressure effect of the costocoracoid ligament 
and the subclavius muscle on the axillary vein was 
shown by the anatomical findings of Lowenstein and 
studies carried out by Gould and Patey in which 
plaster of Paris was injected into the axillary vein 
of cadavers. These investigators are of the opinion 
that the trauma to the intima of the axillary vein is 
produced by the costocoracoid membrane and the 
subclavius muscle on the distended axillary vein 
during marked abduction or extension of the arm, 
especially when these movements are combined with 
external rotation. J. Epwrn Kirkpatrick, M.D. 


Mandl, F.: Thrombophlebitis, Operation, Em- 
bolism, Attempted Trendelenburg Operation 
(Thrombophlebitis, Operation, Embolie, Versuch 
einer Trendelenburgschen Operation). Zentralbl. f. 
Chir., 1931, p. 86. 


Under anesthesia and by the method of Buedinger 
with small sharp dissections, Mandl freed and re- 
moved a thrombus about 5 cm. long from the left 
leg of a forty-two-year-old obese woman. Then, as 
a precaution, he ligated the saphenous vein where 
it joined the femoral vein. Seven days later the 
patient was allowed to get up. On the eighth day 
embolism occurred. A Trendelenburg operation was 
then done. During the extraction of the embolus, 
the heart ceased beating for five minutes. After 
removal of the embolus, which was in the right 
pulmonary artery, 16 cm. long and 3 cm. thick, the 


beating of the heart was restored, but a few minutes 
later it stopped again and all further efforts at 
resuscitation were unsuccessful. 

The author believes the thrombus came from the 
large vessels despite the fact that these vessels were 
found free from thrombi at autopsy. He regrets 
that he ligated the saphenous vein as a “ precaution- 
ary measure.” Max Bupbk (Z). 


Cattell, R. B.: The Treatment of Varicose Ulcer, 
Surg. Clin. North Am., 1931, ii, 291. 


The author describes a combined ambulatory 
treatment for varicose ulcer which consists of ob- 
literation of the associated veins by the local use of 
a sclerosing solution together with a tissue coagulant 
and the application of an elastic bandage support. 
The chief contra-indication is true phlebitis. Other 
contra-indications are advanced arteriosclerosis and 
severe chronic nephritis. 

The injections are made with a 2-c.cm. syringe 
and a fine-gauge needle. A quinine hydrochloride 
and urethane solution is preferred as this is effective 
in smaller quantities than other solutions. For 
small veins from % to 1 c.cm. is often sufticient. 
This should be the initial dose. The total amount 
should not exceed 6 c.cm. The veins entering and 
leaving the ulcer should be injected first. An ad- 
ditional bit of technique called “fanning” is de- 
scribed. This consists in exploring the tissue be 
neath the ulcer bed while maintaining a negative 
pressure in the syringe until a communicating vein 
is entered. The injection is not made until a free 
back-flow of blood is seen in the syringe while the 
negative pressure is maintained. The solution must 
be injected into a vein lumen, and must not be 
spread about beneath the bed of the ulcer. 

The supportive measures are important. At the 
first visit, mechanical cleansing of the ulcer is done. 
Greasy substances are removed with ether. iter 
the injection, the ulcer is covered with a gauze 
dressing built up to conform to its outline and well 
saturated with a 5 per cent aqueous solution of 
tannic acid. Over this dressing an elastic bandage 
is applied immediately for support. When the ulcer 
is associated with considerable swelling of the leg, 
the ‘“Klebro” bandage is of value. This may be 
worn as long as three weeks without shifting its 
position, and may be used during the initial period 
to reduce the swelling. When the injections are 
begun, the elastic bandage is more convenient and 
satisfactory. The patient re-applies and tightens 
the elastic bandage two or three times a day and 
saturates the dressing with tannic acid solution be- 
fore the bandage is replaced. The entire area of 
the ulcer becomes covered by a thick black mem- 
brane under which the epithelium grows. Infected 
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material should not be allowed to accumulate be- 
neath the eschar. 

Exercises with the Buerger board are sometimes 
prescribed to improve the general circulation in the 
extremity. After the ulcer is healed and all tender- 
ness has disappeared from the veins, the patient is 
directed to rub a small amount of lanolin into the 
skin to make it soft and pliable. 

The results of this combined treatment are usually 
satisfactory. While in two cases reported by the 
author the ulcer recurred following a local injury, 
it was healed by a repetition of the treatment. 
However, in one case of long-standing ulcer which 
had been completely healed for several weeks the 
result was poor, as following a minor injury the 
entire area broke down again. Cattell concludes 
that there is always a tendency toward the recur- 
rence of an ulcer following an injury or the possible 
re-formation of the veins. 

J. Epwin Kirkpatrick, M.D. 


McPheeters, H. D., and Merker, C. E.: Varicose 
Ulcers; Tregtment with the ‘‘Rubber Sponge 
or Venous Heart’’ and a Supportive Bandage. 
Surg., Gynec. & Obst., 1931, lii, 1164. 

Varicose ulcers may be classified into three groups: 
(1) those which respond to treatment and heal read- 
ily, (2) those in which healing is prevented by low 
vitality of the tissues and scar-tissue formation, and 
(3) those due to lymphatic blockage following re- 
peated attacks of thrombophlebitis. 

The only justifiable method of treatment today is 
the injection treatment, but destruction of the reflux 
venous flow alone is not sufficient to produce healing, 
particularly in cases belonging to Groups 2 and 3. 
The authors have obtained good results by com- 
pressing and supporting the tissues after the injec- 
tions with a rubber sponge held in place with an 
Ace bandage. 


For the treatment of a varicose ulcer with rubber- 
sponge compression they give the following rules: 

1. Cleanse the skin and ulcer area with gauze wet 
with benzine. 

2. Apply to per cent silver nitrate to the ulcer. 
This stimulates, but is of no value at the first dress- 
ing of a badly infected and necrotic ulcer. 

3. Apply to the ulcer area a mild ointment that 
will remain soft. Many ointments dry and cake. 

4. Apply several layers of fluffed gauze. 

5. Cover this with four layers of sheet wadding or 
cellucotton. 

6. Use a rubber bath sponge of a good grade (the 
firmest possible), that is 1 in. larger than the ulcerat- 
ing area. 

7. Bandage this all in place with a 3-in. plain 
gauze bandage. Be very careful that the dressing 
and sponge do not slip to one side. 

8. Apply a 4-in. Ace bandage from just below the 
knee to the toes over the sponge and dressing. Ban- 
dage firmly. The more cellulitis that is present and 
the worse the ulceration, the tighter the bandage 
must be applied. Apply it as a double figure of eight 
about the foot and ankle. 

g. Inform the patient that the more he walks with 
the leg thus bandaged, the quicker the ulcer will heal. 

1o. Never apply the sponge and bandage described 
to a bed patient. 

11. Change the dressings often enough to keep 
them from becoming saturated. As a rule it is best 
to change them every two days. When soiled, the 
rubber sponge can be boiled up and used again, but 
it should be discarded as soon as it becomes firmly 
pressed together. 

After the sponge has been bound in place very 
tightly, the patient will suffer great pain unless he 
moves about, but if he walks a great deal the sore- 
ness will rapidly disappear. 

WILiiAM E. SHackLeton, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


John, H. J.: Surgery in the Presence of Diabetes. 
J. Lab. & Clin. Med., 1931, xvi, 775. 

Since the use of insulin, the mortality of surgery 
in the presence of diabetes has been greatly reduced. 
John divides cases of diabetes requiring surgery 
into non-emergency and emergency cases and dis- 
cusses the management of each type. The dosage 
of insulin, the diet, and the intravenous administra- 
tion of saline solution and glucose are discussed in 
detail. The pre-operative treatment of the surgical 
diabetic is exactly the same as that of the ordinary 
diabetic. Several cases are reported. 

If any infection is present, a blood culture should 
be made before operation. If bacteremia is found, 
death following operation will not be a surgical 
death. A second blood culture should be made from 
twenty-four to forty-eight hours after the operation 
in order to ascertain whether bacteremia has de- 
veloped. This measure protects both the surgeon 
and the physician and aids in making the prognosis. 

After the operation, the oxygen tent should be 
used in cases in which there is any degree of anoxe- 
mia. It should be employed before the patient 
becomes definitely cyanotic. The clinical signs of 
anoxemia are excitability, headache, a rapid pulse, 
and a dusky appearance of the nails. The use of 
the oxygen tent should be explained to the patient 
in order to secure his cooperation. 

Car R. STEINKE, M.D. 


Koenig, W.: New Viewpoints on the Origin of 
Thrombosis (Neue Gesichtspunkte zur Entstehung 
der Thrombose). Zentralbl. f. Chir., 1931, p. 130. 


Up to the present time no method had been devised 
for the experimental study of the three chief factors 
concerned in the development of thrombosis, viz., a cir- 
culatory disturbance, injury to the wall of a blood ves- 
sel, andachangein the blood. Thesurgeon seeks the 
cause of theinjury in the operative procedure. Koenig 
attributes the injury to a simple toxin, the so-called 
“early toxin” of Freund, which he has found in 
disintegrated muscle. This toxin must be present 
after every operation in which tissue is destroyed. 
The change in the distribution of the blood following 
the formation of the early toxin, particularly the 
vascular dilatation in the lower extremities, is an 
important factor in the development of thrombosis. 
It has been shown by Ipsen, among others, that the 
temperature of the soles of the feet increases 4 or 5 
degrees after operations, whereas the temperature 
of the rest of the body remains unchanged. This 
increase in the temperature of the sole of the foot 
has some relationship to the plantar venous system, 


in which Payr has frequently found the first indica. 
tions of impending thrombosis. With regard to the 
effect of the early toxin on the blood vessels, the 
author refers to the literature. 

In his own studies, Koenig investigated the toxic 
effect of disintegrated muscle tissue on the blood 
platelets. He found that the number of throjnbo- 
cytes decreased markedly and later increased above 
the normal just as after operation. He believes that 
the chemical changes in the blood must be attri} uted 
to the same toxic effect. The active principle o/ this 
material must be formed by the destruction o! the 
muscle. Therefore it must be a product of lysis of 
the nuclear substance just as the early toxins which 
Zipf obtained from defibrinated blood are nucleotids. 
Koenig noted the same changes in the platelets fol- 
lowing the injection of adenosin as following the in- 
jection of expressed muscle juice. He calls atte::tion 
to the fact that thrombosis is most frequent in con- 
ditions accompanied by an especially pronownced 
nuclear destruction and in cases of tumor, inilam- 
mation, and fracture. 

In regard to therapy, Koenig states that the 
disintegration of the thrombocytes—and with it 
possibly a number of other “symptoms”—may be 
prevented. This is possible with autogenous b!ood, 
by which the changes in the platelets following 
operation and following the injection of expressed 
muscle juices may be prevented. “ Prophylaxis and 
therapy of thrombosis must be directed toward 
detoxifying or preventing the occurrence of the sub- 
stance which is the immediate cause of the throm- 
bosis.”’ W. Koenic (Z). 


Nordmann: Thrombosis and Embolism (Throm)ose 
und Embolie). Zentralbl. f. Chir., 1930, pp. 3062, 
3973- 

Of 30,000 patients treated in the period from 1909 
to 1929, 1.27 per cent developed thrombosis and 
embolism and 0.6 per cent died of embolism. Of 
17,060 patients subjected to a major operation, 0.8 
per cent (77 men and 64 women) died of embolism. 
Forty-one men and 37 women were cured of serious 
embolism by conservative treatment. Of the 380 
patients (2.2 per cent) who developed throm)vsis 
after an operation, 50 per cent died, 20 per cent 
survived a serious embolism, and 30 per cent di: not 
develop embolism. The incidence of thrombosis and 
embolism was twice as high in surgically treated 
cases as in cases of surgical diseases not oper:ted 
upon. Of the cases of fracture, nearly all of which 
were treated conservatively, thrombosis or embo!ism 
developed in 2.8 per cent, and of the cases of e:ibo- 
lism following fracture, 1.4 per cent were fata! 

In the year 1924 the incidence of thrombosis «nd 
embolism increased from 2 to 3 per cent, and in ‘927 
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it increased to 4.5 per cent. In 1928 and 19209 it 
decreased to 3.3 per cent, but there was an increase 
of fatal embolism to 1.9 per cent. Thrombosis and 
embolism are especially frequent after gynecological 
and gastric operations. In cases of hernia their 
incidence is nearly 3 per cent. In autopsy material 
of hospitals in the period from 1907 to 1929 it was 
found that the incidence of embolism as the cause of 
death increased in 1924 to 5 per cent, and in 1925, 
1926, and 1927 to about 7 per cent. Similar increases 
were shown by the autopsy material from the internal 
medical service. 

Today thrombosis occurs even in persons under 
twenty years of age. In advanced age, thrombosis is 
very dangerous, fatal embolism occurring in 80 per 
cent of the cases. The increase of thrombosis is 
associated with an increase in postoperative pulmo- 
nary disturbances. The condition is probably due to 
a specific infection. Surgical infection, constitutional 
factors, anesthesia, and intravenous injections play 
no role. Prophylactic measures have been of no 
avail. In the treatment of cases of thrombosis, pro- 
longed fixation with a splint should be avoided. If 
possible, the patient should be allowed to sit up with 
the leg bandaged. 

The treatment of embolism includes the adminis- 
tration of oxygen and morphine. As definite indica- 
tions are impossible surgical intervention is of 
doubtful value, but operation may be attempted in 
the cases of moribund patients as in such cases 
nothing is to be lost thereby. 

In the discussion of this report, HUEBSCHMANN 
warned against the indiscriminate use of intravenous 
injections and continuous infusion, citing statistics 
published by Schleussing which demonstrated a 
parallelism between these procedures and_ the 
occurrence of embolism. He stated that while in 
some cases thrombosis occurring after continuous 
infusion in the superficial veins may be symptomless 
and even harmless as regards the formation of 
emboli because emboli coming from superficial 
veins are tolerated by the lungs, in others it may be 
fatal. A man sixty-three years old who was given a 
continuous infusion in the left ulnar vein following 
a gastric operation died the next day with brain 
symptoms. Autopsy demonstrated a thrombosis of 
the left ulnar vein, a small and symptomless embolus 
of a middle pulmonary artery, an open foramen ovale 
and a formless embolus in the median cerebral artery 
on the right side. 

LAVEN stated that he had often known thrombosis 
of the basilic vein to develop after continuous intra- 
venous infusion, and that the incidence of this com- 
plication can be decreased by preventing movement 
of the cannula of inflow. ° 

KROEGER reported that from the records of the 
Koenigsberg clinic for the period from 1918 to 1920, 
she had collected 192 cases of thrombosis or emboli 
following operation or delivery. In this period the 
incidence of postoperative thromboses and emboli 
increased 10 times, the incidence of postoperative 
thrombosis 13 times, the incidence of postoperative 


emboli 7 times, and the incidence of thrombosis after 
delivery 3 times. She was unable to explain the 
increases. 

PuppEL reported that of 10,315 deliveries at the 
Hessian Training School for Midwives in the period 
from 1919 to 1929, thrombosis occurred in 172 (1.67 
per cent), with 16 emboli and 7 deaths. Of 15 cases 
of embolism in which there was 1 death no throm- 
bosis was apparent. Three patients died of septic 
thrombophlebitis. . Nine of 11 cases occurred in the 
first four years following the war, 1 in 1926, and 1 in 
1929. Multipare are in much more danger than 
primipare. Embolism shows a marked increase at 
about the eleventh day. In 42 per cent of the cases 
varices were present during pregnancy. In 2,831 
gynecological cases there were 30 cases of thrombo- 
sis. In 28, the condition followed operation, and in 2, 
conservative treatment. In 1927, the incidence of 
embolism increased about 2% times. Among the 
causes of obstetrical deaths, thrombo-embolism 
ranks with heart failure, sepsis, and haemorrhage, its 
mortality being 13.6 per cent. The most frequent 
cause of death is peritonitis, the mortality of which 
is 27.2 per cent. On the gynecological service there 
were 2 cases of embolism and 1 case of fatal throm- 
bosis, the incidence of these conditions being there- 
fore 5.7 per cent. In gynecological diseases also, peri- 
tonitis, sepsis, and heart failure are the chief causes 
of death. Prophylaxis has resulted in no recognizable 
improvement. The patient should be turned in bed 
after the third or fourth day, and should not be 
allowed to get out of bed too early. Thrombosis 
should be treated with mustard and alcohol com- 
presses, hot air ‘‘douches,”’ and compression band- 
ages. 

FREY stated that he is very sceptical regarding 
prophylactic treatment with calcium. Of 100 pa- 
tients treated with calcium, 2 developed fatal em- 
boli after appendectomy. 

MICHAELIS emphasized the importance of a sub- 
febrile temperature as a prodromal phenomenon of 
thrombosis. 

HENKE called attention to the fact that oto- 
rhinological surgeons never see cases of acute fatal 
pulmonary embolism although they often see 
thrombus formation in the great brain sinuses. 
After craniotomy, acute fatal pulmonary embolism 
is very rare. WortMANN (Z). 


Bodon, G.: The Increase of Fatal Pulmonary Em- 
bolism (Ueber die Vermehrung der toedlichen 
Lungenembolien). Orvosi helil., 1931, i, 29. 

The great variation in embolus statistics is due 
in large part to faulty compilation. Only the find- 
ings of autopsies on persons over fifteen years of age 
should be included. The number of autopsies per- 
formed on subjects of different ages and of each sex 
and the number of cases of embolism coming from 
medical, surgical, and obstetrical services should be 
recorded. 

According to the author’s statistics, the incidence 
of embolism has been four times as high since the 
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war as it was in the period from 1g11 to 1913. 
Emboli are now more common in women than for- 
merly, but their increase in men has been relatively 
higher. They occur more frequently in surgical 
cases than in non-surgical cases. The number of 
obstetrical emboli is insignificant. The incidence of 
emboli in surgical cases has increased four times 
in relation to the number of autopsies and two and a 
half times in relation to the number of operations. 
The embolism appears from one to fifteen days after 
the operation, especially after operations on the 
abdomen and operations on obese patients. 

In non-surgical conditions the incidence of emboli 
has doubled. In these conditions they are nearly 
always associated with diseases of the circulatory 
system such as occur most frequently in persons 
with moderate or poor nutrition. The incidence of 
diseases of the circulatory system associated with 
congestion is today twice as high as in the period 
from 1911 to 1913. The increase corresponds to 
that in the incidence of emboli in non-surgical con- 
ditions. The author therefore attributes the increase 
in the incidence of emboli in non-surgical conditions 
to the increase in diseases of the circulatory system. 
He rejects influenza, intravenous injections, and in- 
fection as causes. He attributes surgical emboli to 
circulatory disturbances dependent upon weakness 
of the diaphragm and abdominal musculature, but 
believes that constitutional factors and a change in 
the blood after operations play an important rdle. 

FISCHMANN (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Veyrassat, J.: Considerations on the Conservative 
Treatment of Grave Wounds of the Fingers 
(Quelques considérations sur le traitement conserva- 
teur des plaies graves des doigts). Rev. méd. de la 
Suisse Rom., 1931, li, 193. 

This article is based on wounds and infections of 
the fingers seen over a period of twenty years. The 
author emphasizes that in the conservative treat- 
ment of such conditions the primary consideration 
should be the preservation of function, preservation 
of anatomical form being of secondary importance. 
He calls attention to the fact that most infections of 
digits follow slight wounds rather than severe lacera- 
tions. He attributes the relatively high resistance of 
the fingers to infection to their lack of muscles to 
furnish a culture medium for the growth of bacteria 
and to the rich blood supply of their tendons and 
subcutaneous tissues. He does not fear the opening 
of joint cavities as he believes that these cavities are 
lined with cartilaginous tissue which is conditioned 
and smoothed by the tangential friction. He is of 
the opinion also that this lining rather than the 
serous tissue is responsible for the slowness with 
which joint collections are absorbed and that it acts 
as a barrier against bacterial invasion. He regards 
the joint fluid as altered and liquefied. He believes 
that the tendon sheaths are also lined with connec- 
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tive tissue rather than endothelium, that they are 
smoothed by the motion of the tendons, and that 
they resist infection well. 

The successful conservative treatment devised for 
wounds of other regions of the body during the war 
is applicable to wounds of the fingers. The author 
disapproves of the use of chemical antiseptics such 
as phenol, hydrogen peroxide, Dakin’s solution, and 
iodine as he believes they cause further injury to 
traumatized tissues. For contaminated wounds he 
recommends irrigation of the injured member with 
large amounts of physiological salt solution at a tem- 
perature of 45 degrees C and under slight pressure, 
followed by the application of sterile dressings, im- 
mobilization, and the administration of anti-tetanus 
serum. For clean injuries of a finger tip he recom- 
mends immediate suture followed by conservative 
measures. He advocates a trial of conservative treat- 
ment in all cases despite the length of time it con- 
sumes, its cost, and the possibility that it may ‘ail 
for if gangrene, infection, ankylosis, or a cicatrix 
destroying all hope of function develop, amputation 
can be done later. James B. Mason, M.1) 


Suvansa, S.: The Treatment of Tetanus by Intra- 
thecal Injection of Carbolic Acid. Lancet, 1:31 
CCXX, 1075. 


’ 


The author believes that carbolic acid given in- 
trathecally is a specific remedy against tetanus. Of 
fourteen cases in which it was used, death occurred 
only in four and in these four the final stages of 
cardiac and respiratory failure had been reached. 
Recovery in the ten other cases was very evidently 
due to the carbolic treatment as the condition was 
not of the mild variety in which spontaneous re- 
covery is possible. 

Adults are given from 30 to 40 c.cm., and chil- 
dren, from 12 to 20 c.cm., of a 1:400 solution of car- 
bolic acid in normal saline solution. The dose is 
varied according to the severity of the condition. 

Rigidity of the muscles of the back often results 
from irritation of the motor nerve roots from the 
first to the seventh day of the injection. The «e- 
crease or disappearance of lockjaw is an indication 
of amelioration, but it is possible that the carbolic 
acid may cause lockjaw by irritating the fifth cranial 
nerve, under which circumstances the seventh nerve 
will be stimulated simultaneously. 

A rash varying in intensity and character appears 
between the first and seventh days and lasts {or 
from four to fourteen days. It abates without treat- 
ment and should cause no anxiety. It is probally 
due to elimination of the carbolic acid by way of 
the skin. 

In a few of the cases reviewed acute nephritis was 
present. This was doubtless due to elimination of 
the carbolic acid through the kidneys. The carbvlic 
acid treatment is therefore contra-indicated in the 
cases of patients with chronic renal disease, esjve- 
cially old persons with impairment of the kidney: 

Carbolic acid is preferable to serum because i! is 
more certain in its action, it is effective when in- 
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jected only once, its cost is almost nil. Its only 
disadvantage is the danger associated with its use 
in chronic kidney disease. SAMUEL Kann, M.D. 


ANZSTHESIA 


Nicolosi, G.: The Glycogenic Function of the Liver 
Under Ether and Chloroform Anesthesia 
(Sulla funzione glicogenetica del fegato nell’ anestesia 
eterea e cloroformica). Clin. chir., 1931, vii, 277. 

The author studied the glycogenic function of the 
liver, recording the changes in the sugar content of 
the blood in the femoral artery and vein, the portal 
vein, and suprahepatic vein after chloroform and 
ether anesthesia. The results were almost the same 
for the two anesthetics. They showed that anes- 
thesia increases the blood sugar throughout the 
peripheral circulation, but decreases it in the 
suprahepatic vein. Nicolosi concludes that the liver 
does not participate in the increase of blood sugar 

caused by anesthesia. Auprey G. Morcan, M.D. 


Scheitz, L.: The Present Status of Local Anzesthe- 
sia (Ueber den heutigen Stand der Lokalanaesthe- 
sie). Verhandl. d. 16 Tag. d. ungar. Gesellsch. f. Chir., 
1930, Pp. 10. 


The purpose for which the newer anesthetic 
agents are employed is an increase and prolongation 
of the anesthesia. Anesthetics with this effect have 
an increased toxicity, but as the anesthetic action 
of most of them is almost twice their toxic action, 
much smaller doses are sufficient and it is therefore 
unnecessary to consider the increased toxicity. 

In the preparation of the anesthetic solution it is 
necessary to bear in mind the importance of: (1) 
reducing the dosage and thereby the toxic effect of 
the anesthetic, and (2) controlling the tissue 
damage and pain produced by the injection. These 
ends are attained with the use of freshly prepared 
isotonic buffer solutions with the alkalinity of blood 
which are combined with adrenalin and heated to 
body temperature. 

Local anesthesia is used most satisfactorily for 
operations on the head although in the head its 
sequela are most frequent. Unfavorable sequelz 
are associated most commonly with anesthetizing 
procedures in the oral and ocular cavities, and occur 
least often after those on the skin. Therefore the 
induction of anesthesia through the mouth and eye 
cavities must be avoided even when its recognized 
contra-indications (tumor, inflammation) are absent. 

Cervical injection for anesthesia of the anterior 
half of the neck should be avoided if possible be- 
cause of its dangers, even though in some cases it 
has proved of value. The blocking injection along 
the posterior margin of the sternocleidomastoid 
muscle is certain and free from danger. A circum- 
ferential injection may be undertaken safely only if 
the disease has not too greatly altered the anatomi- 
cal relationships. 

Anesthesia of the chest wall and vertebral 
column is produced by block and circumferential 
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injection of the nerves coursing about the vertebrae 
and the intercostal nerves. All of these nerves run 
in areas bounded by bone; therefore they can be 
found easily and anesthetized quickly. The anzs- 
thetization of the chest organs, however, is incom- 
plete. Therefore in major operations on these struc- 
tures it is necessary to resort to general anesthesia. 

For anesthetization of the abdominal wall, nerve- 
blocking methods have not been generally adopted 
because, in addition to the time-consuming uni- 
lateral or bilateral injection, an injection within the 
abdominal cavity is required. Circumferential in- 
jection produces anesthesia sooner. 

Within the abdominal cavity both the infiltration 
and the blocking methods have been found of value. 
They have reduced the mortality of major abdominal 
operations. However, their application is limited 
because the blocking methods (with the exception 
of the Kappis procedure) can be used only for 
operations based upon an exact diagnosis, in which 
the site of operation and the organ to be operated 
upon are known beforehand. In cases in which we 
are compelled to operate on the basis of a general 
diagnosis such as peritonitis, ileus, or gunshot 
wound of the abdomen, they cannot be employed. 
Moreover, some of them (Braun’s splanchnic block) 
are contra-indicated in peritonitis. The infiltra- 
tion method will not permit painless exploration of 
the abdominal cavity. Unfortunately, therefore, 
none of these procedures is satisfactory in the cases 
in which, because of severe, acute disease of the 
abdomen, it is most important to prevent the in- 
jurious consequences of general anesthesia. 

With regard to the local anesthetic procedures 
employed in other cases, the author cites the remark 
of Gutierrez: “A correct diagnosis and much, very 
much, patience are important.” 

The plexus anesthesia for the upper extremity is 
dangerous and unceriain. In a review of 1,000 cases 
reported in the literature, Napalkow found that 
temporary paralysis resulted in 8 and permanent 
paralysis in 7. Unfavorable sequela cannot be 
avoided with certainty even with a correct technique. 
It is therefore recommended that this method be 
used only in cases in which other methods (seg- 
mental circumferential injections of the extremity) 
are inadequate or inapplicable. For operations on 
the lower extremities which are limited to a cir- 
cumscribed region the circumferential injection an- 
zsthesia is preferable to the tedious conduction 
anesthesia. When circumferential injection anzs- 
thesia is impossible, the author prefers conduction 
or spinal anesthesia. 

For anesthetization of the entire abdominal cavity 
the paravertebral method has lost its standing be- 
cause of its tediousness and delicacy and the large 
quantity of anesthetic solution it requires. It is now 
used more for the anesthetization of individual 
organs. The effort is being made to reduce the num- 
ber of regions anesthetized and the quantity of 
solution used. Nevertheless the procedure is asso- 
ciated with slight danger. 
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The parasacral and epidural procedures are val- 
uable and without danger when it is possible 
to enter the sacral canal easily and avoid injury 
to adjacent structures and when a minimal amount 
of solution is used. 

Spinal anesthesia has recently again found ex- 
tensive application. The puncture is made with a 
fine needle and ephedrin is given prophylactically. 
The use of spinocain widens the indications. The 
author cites 127 cases in which operation was per- 
formed successfully under spinocain anesthesia. 
The conditions treated included stomach and gall- 
bladder diseases, acute pancreatitis, and ileus. The 
simplicity and certainty of spinal anesthesia justify 
its use. When spinocain is employed the anesthesia 
must not be carried above the costal arch; spinal 
anesthesia induced with aqueous anesthetic solu- 
tions above the level of the umbilicus is dangerous. 
Spinal anesthesia is especially indicated in ileus as 
it favors the resumption of intestinal activity; when 
the blood pressure is below too mm. Hg (shock, 
hemorrhage), caution is necessary. 

The use of local anesthesia in diagnosis and ther- 
apy has recently been increasing. Although this 
method is not of great importance in diagnosis, it 
has led to many valuable observations and experi- 
ences. It is partly responsible for the fact that para- 
vertebral anesthesia has again found wider applica- 
tion because the segments corresponding to the 
different organs are now more accurately recognized. 
The delicacy of the spinal and paravertebral pro- 
cedures make a wider use of these methods in daily 
practice impossible. Because of it, they can be 
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employed only by specialists and in cases in which 
other antispasmotic and anesthetic measures are 
inadequate. 

Infiltration procedures are still new. Nevertheless 
we should consider them the precursors of morphine- 
free treatment. They are indicated especially in 
cases of chronic disease in which there is danger of 
morphine addiction. 

Cocaine should be avoided. When it is used, 
veronal or luminal should be given prophylactically. 
In cases of poisoning from cocaine or a related 
anesthetic agent, the intravenous injection of these 
preparations is indicated. 

In the choice of the procedure for the induction 
of anesthesia it is necessary to determine, first, 
which procedure is demanded by the patient’s con- 
dition; second, which, from the viewpoint of the 
operation to be performed, will be the more ad- 
vantageous to the patient; and third, which pro 
cedure the patient prefers. With the introduction 
of conduction anesthesia, local anesthesia began 
to lose that characteristic—its safety—which con 
stitutes its chief indication. Some procedures are 
dangerous because of secondary injuries caused by 
penetration of the injected material to the point of 
toxicity into areas where it should not penetrate. 
Some are lacking in simplicity of technique. Others 
do not cause complete loss of sensation and must 
be supplemented by the blocking of another nerve 
or a trunk from another site. Except for a few 
methods, conduction anesthesia has not yielded the 
results which were expected from it. 

Von LopMAvER (Z). 
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ROENTGENOLOGY 


Weber, H. M.: The Roentgenological Demonstra- 
tion of Polypoid Lesions and Polyposis of the 
Large Intestine. Am. J. Roentgenol., 1931, xxv, 
577- 

Almost all organic diseases of the large intestine 
produce deformity in the contours of the lumen of 
the affected segment. Because it furnishes a marked 
contrast and because of the reliability of the 
diagnostic data which it yields, the opaque enema 
has been the agent of choice for demonstration of 
the distinctive features of deformities produced by 
disease of the colon. 

Polypoid lesions of the colon cannot be depended 
on to produce a roentgenologically demonstrable 
deformity in the lumen of the colon. 

Weber has applied the “combined method” of 
Fischer, modified along the lines indicated, to the 
demonstration of polyps and polyposis of the colon. 
Diagnostic results have been gratifying. In the 
application of this technique it is essential that all 
residues and fecal remnants be entirely removed, 
and that the walls of the colon be collapsed. On the 
day before the examination, the evening meal is 
withheld and 2 oz. (60 c.cm.) of castor oil are ad- 
ministered. On the following morning the distal 
parts of the colon and rectum are cleansed by one cr 
two plain, low enemas. Saline purgatives, and 
cathartics which activate the bowel by irritation 
are avoided. The patient then presents himself at 
the roentgenological laboratory and the opaque 
enema is administered under roentgenoscopic 
control. The opaque material in the enema should 
be minutely divided and uniformly suspended, and 
the suspension should be well sustained. The con- 
sistency of the enema should approximate that of 
heavy cream. 

The roentgenoscopic and roentgenographic study 
should be completed with dispatch as the opaque 
salt sometimes goes out of suspension rapidly, per- 
haps because of the dehydrating function of the 
colon. 

The colon is inflated under roentgenoscopic con- 
trol, with care not to overdistend any of the seg- 
ments. The procedure is facilitated by frequent 
rotation of the patient on the roentgenoscopic table 
and by manipulating the bowel through the ab- 
dominal wall. In no case has insufflation carried 
out in this way caused any more distress than 
the administration of the opaque enema. 

This combined method is not recommended at 
present as a routine procedure. As compared with 
the barium enema, it is cumbersome and relatively 
expensive and yields too little additional information 
in diseases which produce luminal deformity unless 


it is specifically indicated. Weber has not been 
able, even with the combined method, to establish 
with certainty the presence of polyps much less 
than 1 cm. in diameter. He found the method val- 
uable in roentgenological investigation of rarer condi- 
tions in which the colon presents some anomaly 
of development such as failure of descent and rota- 
tion, and in cases of marked redundancy in which 
roentgenoscopic examination proved indeterminate 
on account of the difficulty of manually disengaging 
the coils or the difficulty of simplifying the complex 
shadow of overlying loops by rotation and separa- 
tion. On occasion, the method may be used for the 
roentgenographic demonstration of a colonic lesion 
which, though adequately visualized roentgeno- 
scopically, is obscured in the roentgenogram by 
overlying loops filled with dense, opaque material. 

Except in cases in which patients have been re- 
ferred especially for determination of the presence 
of polypoid lesions, Weber has used the opaque 
enema first and has applied the combined method 
when the data yielded by the opaque enema were 
insufficiently precise to make possible a decision 
regarding the nature of the disease present. He has 
applied the combined method also in the presence 
of disease of the colon other than polypoid lesions 
and polyposis. Because of its novelty, he hesitates 
to render an estimate of the value of the combined 
method in the differential diagnosis of deforming 
diseases of the colon. However, he believes that 
with accumulation of experience and refinement in 
technique the combined method will make valuable 
contributions toward increased accuracy in the 
roentgenological differential diagnosis of all types 
of diseases of the colon. 


Wood, F. C.: Short Wave-Length Irradiation. J. 
Am. M. Ass., 1931, xcvi, 1753. 


Exact measurement of roentgen rays is of impor- 
tance primarily in therapy to prevent damage to 
the skin and to estimate the maximum effect on the 
tissues to be treated. The quantities of irradiation 
used in roentgenography are usually so small that 
there is little risk of damaging the skin unless the 
exposures are repeated too frequently. However, it 
is always wise, before making a roentgenogram, as 
well as before giving a treatment, to ask the patient 
whether he has recently had an X-ray exposure. In 
fluoroscopy also a rough approximation of the 
erythema dose should be known and the exposure of 
the patient and the operator should be the shortest 
exposure that will permit the necessary observations. 
The use of artificial light therapy, the application of 
certain substances to the skin, and the taking of cer- 
tain medicines have sometimes seemed to sensitize 
the patient and cause injury to the skin by amounts 
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of irradiation that otherwise would have been harm- 
less. Therefore it is well to make inquiries relative to 
these factors before applying roentgen rays for any 
purpose. 

The roentgen rays used for therapy are of three 
types: (1) supersoft rays, which are roentgen rays 
generated at 10,000 volts or less, (2) ordinary 
therapy rays from 60,000 to about 150,000 volts, 
and (3) high-voltage therapy up to the present ap- 
proximate limit of 200 kilovolts. 

The supersoft rays are absorbed very largely in 
the superficial layers of the skin. Therefore the sur- 
face dose is the only factor of importance to be 
determined. Although pastilles or specially con- 
structed ionization apparatus may be used to measure 
these rays, in most instances tubes are calibrated by 
experimental erythemas and exposures are made on 
the basis of constant factors thus determined. 

With unfiltered irradiation at from 60,000 to 
70,000 volts, an indirect method of measurement is 
widely employed. In the use of unfiltered dosage it 
must be borne in mind that the quantity of the 
X-rays varies according to the square of the voltage, 
directly as the milliamperage and the time, and 
inversely as the square of the distance. The use of an 
exposure formula based on these facts requires a 
fairly accurate measurement of voltage and a care- 
fully standardized milliammeter. Formule which 
have been worked out by Remer and Witherbee and 
by MacKee for an erythema dose have been found 
very satisfactory. Consideration must be given to the 
age and complexion of the patient and the location 
of the exposure since these have a bearing on the 
skin tolerance. 

If filters are used, a fresh series of factors must be 
obtained, the erythema formula being different with 
each thickness of filter used. Dosage charts for 
varied filtrations for superficial therapy will be 
found in MacKee’s book. Some dermatologists 
prefer to make direct observations of the dosage by 
the photographic method or the pastille method. 
The authors describe these methods briefly. The 
pastille method is satisfactory for dermatological 
practice, but does not give accurate enough measure- 
ments with highly filtered irradiation. In recent 
years it has been largely abandoned and replaced 
by some type of ionization chamber. 

Measurement by the ionization method is dis- 
cussed at some length with regard to the principles 
on which it is based, the standards used with it, and 
various types of apparatus employed. A consider- 
able number of forms of commercial apparatus for 
measuring X-rays by ionization are available. These 
are expensive, easily damaged, and difficult to use. 
Most workers measure the output of their tubes 
under fixed conditions from time to time and then 
use the apparatus without changing the controls. It 
is evident that there is still room for the develop- 
ment of a simple, cheap, and accurate method of 
measuring the output of an X-ray tube. 

The use of tumor cells or flies’ eggs as a method 
of measuring roentgen rays is possible, but a certain 
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technical skill is required in handling these biological] 
materials. However, in one radiotherapeutic clinic 
flies’ eggs have been employed continuously for 
standardization purposes for several years. The flies’ 
eggs can be used by the makers of apparatus to cali 
brate such apparatus in units as the procedure js 
somewhat simpler than, and nearly as accurate as, 
the elaborate set-up required to obtain accurate 
measurements with a standard ionization chamber, 

It has been demonstrated that the death of the 
individual cell is independent of the wave length. 
The determination of the wave length becomes im- 
portant only when the question of depth dose 
(penetration) arises. Because of secondary scatter 
ing in the tissues, the depth dose depends in part on 
the area of surface exposed. It can be measured 
directly, but can be determined more simply from 
standard measurements which are given in every 
textbook on X-ray therapy and can be obtained also 
in chart form. The charts are made up for a variety 
of wave lengths or voltages and varying portals. 
Charts of anatomical cross-sections have been pul 
lished by Holfelder and Desjardins. The measure 
ments for irradiating a definite point can be made 
by a cyrtometer tracing of the dimensions of the 
body and the depth dose determined for any spe 
cific point. 

Another factor concerning which there is still 
some difference of opinion is the rate at which a dose 
should be administered. Regaud’s biological experi- 
ments and clinical observations made under his 
supervision indicate that lengthening of the time of 
exposure increases the differential between the effect 
of the rays on the tumor tissue and on the healthy 
structures. If the irradiation is given at a low in 
tensity, the normal structures can repair the damage 
which they receive and escape irreparable injury, 
whereas the cells of some, though not all, tumors are 
not susceptible to such effective repair and therefore 
may be damaged or destroyed by prolonged irradia 
tion when a more rapid administration of a given 
quantity of energy would not produce so satisfac 
tory a therapeutic result. 

The measurement of irradiation given by radium 
or the gas that it gives off, radon, is discussed brietly, 
as are also the computation of doses and the meth- 
ods of application. In a general way, the effects of 
radium are estimated largely by direct methods 
whereas those of the roentgen rays are more often 
estimated indirectly. Because of technical ditii 
culties it has not yet been possible accurately to 
measure radium in terms of roentgens. 

ApoLpH Hartunec, M.D 


Meldolesi, G.: The Roentgen Diagnosis and Treat- 
ment of Bone Tumors Secondary to Epithe- 
lioma of the Breast and Uterus (Diagnostica : 
terapia radiologica dei tumori ossei secondari ad ep 
telioma della mammella e dell’utero). Radiol. meu 
1931, Xviii, 615. 


The author has followed up twenty-six cases 0! 
bone metastases from epithelioma of the breast or 
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uterus. Some of them he followed throughout their 
course. Such bone metastases are quite sensitive 
to the roentgen rays. Therefore life may be con- 
siderably prolonged if they are subjected to roentgen 
treatment. As successful treatment depends upon 
early diagnosis, the author describes the early 
roentgen appearance of the metastases. His dis- 
cussion is supplemented by roentgenograms made 
in the cases he reviews. 

The metastases may cause increased density or 
rarefaction of the bone and may be circumscribed 
or diffuse. The form with increased density which 
is at first circumscribed appears as an intensely 
opaque and generally irregularly, rounded isolated 
nodule. The rarefying form which is circumscribed 
at first is characterized by one or more isolated 
points of rarefaction which cannot be seen until 
they have reached a certain size. These points 
may be in the central part of the bone or in the 
cortex. There is no increase in the density of the 
bone around them. In metastases causing increased 
density which is diffuse from the beginning there 
are small, intensely opaque spots the size of a pin- 
head which tend to become confluent and form large 
opacities. In metastases with rarefaction which is 
diffuse from the beginning large areas of the skeleton 
show small round points of rarefaction which have 
very distinct outlines and give the bone a cribrate 
appearance. As the signs are rather vague and not 
particularly characteristic at first, roentgenograms 
should be taken at intervals of a few days. Stereo- 
roentgenograms are of special value. 

Auprey Goss Morcan, M.D. 


RADIUM 


Flaszen, J., and Wachtel, H.: Investigations on 
Chemical Changes in Cancer Tissue Following 
Radium Irradiation and Their Significance as 
Regards the Treatment of Cancer (Aus Unter- 
suchungen ueber chemische Veraenderungen im 
Krebsgewebe nach Radiumbestrahlung und _ ihre 
Bedeutung fuer die Behandlung des Krebses). 
Warssaw. Czas. lek., 1930, vii, 1096. 

In view of the fact that maleic acid is the proto- 
type of what is called intestinal acid by Freund and 
Kaminer, a solution of maleic acid was irradiated 
with radium. Maleic acid is preformed in the blood 
pigment. Platinum applicators from o.5 to 1.0 
mm. thick were immersed in a o.1 to 1.0 per cent 
solution of the acid and an experimental dosage, the 
same as the carcinoma dose (+ 1,200 mg.-hr. to 3 
c.cm.) was given. 

The radium produced a change in the chemical 
character of the irradiated substance. The acid 
content of the solution was diminished and the 
melting point was reduced. Most striking, how- 
ever, was the discovery that the irradiated maleic 
acid lost its property as a protective body for car- 
cinoma cells. Carcinoma cells to which the serum 
mixed with irradiated maleic acid was added, under- 
went cytolysis (from 60.9 to 85 per cent), whereas 
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the same serum with the addition of unirradiated 
maleic acid acted in the same way as carcinoma 
serum. It was found that during the radium irradia- 
tion a change occurred also in the biochemical 
properties of the maleic acid. Irradiated maleic 
acid to which carcinoma cells of mice suspended in 
serum were added, inhibited the development of 
carcinoma after implantation to an extent of 80 
per cent, and unirradiated maleic acid favored the 
development of the implanted tumor. 

After elimination of the 6 rays, which originate 
in the secondary @ irradiation, no changes ap- 
peared in the maleic acid. From this fact the 
authors conclude that the chemical and biological 
changes are produced by the 6 rays. When the 
same solutions were irradiated with roentgen rays 
(no filter, 160,000 volts, and 2 ma. current strength 
in the lamp), there was no change in the chemical 
properties of the maleic acid, but after experiments 
with the cytolytic method changes in the biological 
properties were demonstrated. It is therefore evi- 
dent that the effect of the roentgen rays is much 
weaker. Similar effects, but more pronounced than 
those noted after roentgen irradiation, were ob- 
tained by irradiating the maleic acid solution with 
ultraviolet rays of the Bach quartz lamp. 

As irradiation of maleic acid with the 6 rays of 
radium almost completely destroys the protective 
action of the acid for carcinoma cells, the authors 
believe that the early reaction observed in radium- 
irradiated tumors is due to analogous changes 
produced by the 8 rays in the substance which 
protects the carcinoma cells before the occurrence of 


cytolysis by the defensive forces of the organism. 
‘Therefore, in addition to the previously known ac- 
tion of radium on carcinomatous tissue, which is due 
chiefly to the y rays, there is apparently a second 


effect which is due chiefly to the 6 rays. This pro- 
cess is masked by the caustic effect of the 6 rays. 
Only by the use of very hard and considerably 
reduced £ rays is the caustic effect prevented. The 
chemical mechanism is then revealed plainly by an 
early clinical reaction in the irradiated tissue. The 
authors designate this process as a ‘“‘histolytic 
mechanism.” They state that the histolytic effect 
may lead to retrogression of the tumor. If the 
resistance of the organism is very weak, the clinical 
effect may be absent before the effect of the y rays 
becomes apparent after the latent period. In gen- 
eral, the authors observed combined effects; the 
tumor was found to retrogress considerably under 
the influence of the histolytic effect, but was de 
stroyed completely only by the y rays. 
H. Beck (G). 


MISCELLANEOUS 


Winterstein, O.: The Value of Ultraviolet Rays in 
General Surgery (Ueber die Bedeutung der ultra- 
violetten Strahlen in der allgemeinen Chirurgie). 
Beitr. 2. klin. Chir., 1930, cli, 203. 


Pathogenic and non-pathogenic micro-organisms 
can be inhibited in growth or killed by ultraviolet 
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rays. The various individuals of a strain of micro- 
organisms as well as different varieties of micro-organ- 
isms differ in their resistance to the ultraviolet rays. 
Old cultures are more resistant than fresh cultures. 
Fresh cultures of most organisms are inhibited in 
growth by a dosage less than the human abdominal 
skin-erythema dose, and cultures six hours old, by 
somewhat larger doses. The lethal dose for fresh 
cultures lies at, or considerably above, the abdomi- 
nal skin-erythema dose, while that for cultures six 
hours old is within the range of a powerful burn dose. 
The streptococci are particularly sensitive to the 
irradiation; their lethal dose lies within a range that 
can be applied to human beings without harm. The 
lethal dose for staphylococci and the colon bacillus 
is larger, and that for the tubercle bacillus is very 
high. 

The bactericidal effect of ultraviolet rays upon 
the skin has been demonstrated. The possibility of 
killing bacteria without injuring the skin depends 


upon the individually and locally varying resistance 
of the skin to the rays. From the bacteriological] 
standpoint, a hand and forearm disinfection might 
be possible for the surgeon. Ultraviolet rays have a 
lethal effect upon bacteria in the air, but they cannot 
sterilize infected suture material and only slight re- 
sults can be expected from their action on bacteria in 
wounds. They do not cure or inhibit erysipelas. 
The reports in the literature as to the histological 
changes in the epidermis have been confirmed by the 
author’s investigations. It appears not improbable 
that ultraviolet rays, in their totality, act as a direct 
stimulant to healing. A bactericidal effect and 
stimulation of cell division cannot occur simultane- 
ously. There is no retardation or acceleration of the 
healing of freshly sutured wounds after a single 
ultraviolet irradiation near the burn dosage. Ultra- 
violet light exerts a stimulating effect upon the 
epithelium in only a small percentage of wounds and 
only to a slight degree. S. Frey (Z 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Soisalo, P.: The Blood-Sugar Curve in the Normal 
Human Being, With Special Consideration of 
Standardization of the Diet (Ueber die Blutzuck- 
erkurve des gesunden Menschen, mit besonderer 
Beruecksichtigung der Standardisierung der Diaet). 
Acta Soc. med. Fennice Duodecim, 1931, xiii, No. 2, 3. 


The author made glucose-tolerance tests on forty- 
three normal men and women between the ages of 
nineteen and thirty-nine years. For two days before 
the tests twenty of the subjects were fed a standard- 
ized diet yielding 35 calories for each kilogram of 
body weight. Sixty per cent of the diet was carbo- 
hydrate; 25 per cent, fat; and 15 per cent, egg 
albumin. Twenty cubic centimeters of fluid per 
kilogram of body weight were given each twenty- 
four-hour period. The blood sugar was estimated by 
the Hagedorn-Jensen method. One gram of glucose 
per kilogram of body weight was given in 10 per cent 
solution. 

The purpose of the tests was to answer the follow- 
ing questions: 

1. Is it possible to eliminate the fluctuations in the 
blood-sugar curves of different persons with the aid 
of a standard diet and otherwise similar experimental 
conditions? 

2. Is it possible to eliminate the fluctuations in the 
blood-sugar curve of one and the same individual 
under the conditions mentioned? 

3. Is it necessary to standardize the diet when 
carrying out sugar-tolerance tests? 

He answers all of these questions in the negative. 

His experiments showed that in normal persons 
the blood sugar is at most 0.11 per cent when the 
stomach is empty. In the glucose-tolerance test it 
increases to 0.20 per cent at most and sinks again to 
0.11 per cent or lower before two and a half hours 
have elapsed. However, the upper limit of the curve 
does not differ so very greatly from the lower border- 
line found in diabetic patients and may sometimes 
coincide with the latter. Louis NEuwWELT, M.D. 


Baldridge, C. W., and Needles, R. J.: Idiopathic 
Neutropenia. Am. J. M. Sc., 1931, clxxxi, 533. 


The authors apply the term “idiopathic neutro- 
penia” to the syndrome commonly called ‘‘agran- 
ulocytic angina” because angina is inconstant in the 
syndrome and a decrease in the cells of the myeloid 
series is more correctly termed ‘neutropznia.” 
Moreover, the cause and pathogenesis of the syn- 
drome are entirely unknown. 

In addition to four cases of idiopathic neutro- 
penia, the authors report cases in which stomatitis 
was associated with severe leucopenia such as 


occurs in arsphenamin poisoning, radium-paint 
poisoning, trinitrotoluene poisoning, chronic benzene 
poisoning, aplastic anemia, and acute leukemia. 
They believe that stomatitis is a common secondary 
manifestation in blood dyscrasias characterized by 
neutropenia, and that it is of no etiological im- 
portance. The cases they report bear out the theory 
that neutropenia precedes evidence of infection. 
Following a discussion of the theories advanced 
regarding the cause and nature of neutropenia, the 
authors suggest that the necrosis of the bone marrow 
might be due to a local tissue reaction of anaphy- 
lactic or other nature. Maurice Mevers, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Kendall, A. I.: Observations upon the Filterability 
of Bacteria, Including a Filterable Organism 
Obtained from Cases of Influenza. The James 
A. Patten Lecture in Bacteriology.  North- 
western University Bulletin, Medical School, 1931, 
xxxii, No. 5. 

Viruses of such diseases as smallpox, vaccinia, 
measles, rabies, influenza, the common cold, polio- 
myelitis, encephalitis, and others are exceedingly 
refractory to growth in artificial culture media 
The media at present 


outside the animal body. 
available for cultivation depart radically from the 
physical nature and chemical composition of the 
natural habitat, and the more closely media ap- 
proximating the nature and composition of the living 
tissue are prepared the more nearly has there been 
some indication of multiplication of these ‘‘viruses” 


outside the animal body. Comparing artificial 
media with the natural environment of the ‘“‘viruses,”’ 
one notes that the artificial media contain protein- 
degradation products, peptones, and meat extrac- 
tives with little or no unaltered or nearly unaltered 
protein. The tissues of the body, on the contrary, 
contain unaltered protein, and little or no peptone 
or other protein-degradation products. 

A theoretical approach to cultivation of the 
“‘viruses”’ would appear to be the preparation of a 
sterilizable medium which, like body tissues, con- 
tains unaltered protein and little or no peptone or 
other protein-degradation products such as are 
found in ordinary culture media. Such a medium 
has been prepared. The essential ingredient is the 
small intestine of man, swine, dog, or rabbit, thor- 
oughly extracted, first with alcohol to remove water 
and alcohol-soluble extractives and then with benzol 
to remove lipoidal substances. The residue when 
dried and powdered will keep indefinitely. This 
powder, suspended in Tyrode’s solution or normal 
saline solution may be sterilized in the autoclave 
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Fig. 1. Diplococcus from a case of influenza, showing 
variation in size and in the intensity of the staining. 


and forms a medium which possesses most unusual 
qualities. For brevity, it is termed “‘K” medium. 
From bloods taken from influenza patients or- 
ganisms were isolated which produced paroxysms of 
sneezing in rabbits. From the rabbit inocula and 
from the bloods of the rabbits a filter-passing “‘virus” 
was cultivated in K medium. From the K medium 
cultures a coccus was isolated. The coccus, un- 


filterable, could be transformed to a filterable state 
on K medium, refiltered, and recovered again after 
development in K medium and growth on agar as 


an unfilterable coccus. 

The filterable state is readily induced by inocula- 
tion of the cocci into K medium. The converse 
process of transformation of the filterable into the 
non-filterable state is relatively slow. It can be 
done by inoculation of K medium growths upon 
intestine-proteose-peptone agar. Other organisms 
have been made filterable, filtered, and recovered 
again in the non-filterable state, namely bacillus 
typhosus, Rosenow’s poliomyelitis streptococcus, 
Dochez’s scarlet fever streptococcus, bacillus para- 
typhosus alpha, Noguchi’s leptospira icteroides, and 
staphylococcus aureus. Staphylococcus bacterio- 
phage, and Besredka’s “staphylococcus antivirus” 
have each yielded typical non-filterable staphylo- 
cocci upon cultivation in K medium. 

Positive blood cultures have been obtained from 
cases of common cold, arthritis, rheumatoid endo- 
carditis, rheumatic fever, measles (the latter thirty 
hours before the appearance of the rash), and German 
measles. Thus it would seem that many pathogenic 
organisms are capable of existing in two states, 
namely, a non-filterable easily cultivated state grow- 
ing well in ordinary culture media containing little 
unaltered protein but considerable amounts of 
peptone and protein-degradation products, and a 
filterable state incapable of development in media 
containing ordinary constituents but culturable in 


_ Fig. 2. Diplococcus from a forty-eight-hour culture of 
influenza in K medium. Dark-field illumination showing 
granules. 


media containing unaltered protein with little or no 
peptone and other protein-degradation products 

The sequence of changes which lead to the forma- 
tion of the filterable state may be observed by 
inoculating bacillus typhosus into K medium. When 
examined at intervals under the dark-field, the 
bacilli lose their homogeneity, appear as faintly 
discernible actively motile shadows with a bacillary 
outline. Brilliantly luminous small granules appear 
within the shadowy outlines of the organisms, from 
two to four or more such granules to each bacillus. 
The addition of specific typhoid serum to such 
cultures causes agglutination, but the time required 
is longer than that necessary to produce agglutina- 
tion in parallel peptone broth cultures containing 
only typical typhoid bacilli. On retransfer and re- 
incubation in K medium, the bacillary forms be- 
come smaller and are finally lost. Methylene-blue 
stains at this stage show very small, faintly blue- 
staining rod-shaped bodies enclosing more deeply 
stained reddish granules suggesting rickettsia bodies 
found in lice. These granular vestiges of bacillus 
typhosus readily pass an N Berkefeld filter. ‘The 
bacillary state may be recovered by appropriate 
cultivation. 

The paucity of protein-degradation products, 
peptones, etc. in the respiratory tract (in the 
absence of pus infection) may explain the associa- 
tion of the “‘filterable viruses” with respiratory 
diseases rather than with diseases of the intestinal 
tract, the mucosa of which is bathed in protein- 
degradation products. Thus bacteria in the intes- 
tinal tract are in an environment conducive to main- 
tenance of the non-filterable state, while conditions 
in the respiratory tract are more favorable to ‘he 
formation of the filterable state. 

Experimental evidence indicates that bacteria 
may rapidly be made to pass into the filterable st: te 
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Fig. 3. Bacillus typhosus after twenty-four hours’ 
growth in K medium, showing granules and faintly stain- 
ing residuum of organism. 


by cultivation in K (protein) medium. The con- 
verse is also true because several successful cultiva- 
tions of bacteria of various types have been made 
from the blood stream in cases of influenza, common 
cold, arthritis, rheumatic fever, measles, and other 
pathological states, in which, heretofore, attempts 
at cultivation in artificial media have been rather 
uniformly negative, although the presence of bac- 
teria has been expected for a long time. Applying 
the same reasoning, from experience gained by the 
use of K (protein) medium, to infections in the body, 
it seems logical to assume that as soon as bacteria 
in the non-filterable state (as they exist in culture), 
pass into the tissues through barriers that ordinarily 
serve to keep them out, they are in a protein en- 
vironment free or nearly free from peptone and 
similar products of protein degradation. Under 
these conditions bacteria may be expected to change 
from the non-filterable to the filterable state. This 
filterable or granular state facilitates their migra- 
tion in the body. Indeed, the existence in the filter- 
able or granular state perhaps may be sufficient 
to explain why bacteria as such are so infrequently 
demonstrated by culture or staining in body tissues, 
except where pus collects. As pus is rich in protein- 
degradation products, it forms an environment 
favorable for the change to the non-filterable state. 

The relations of the filterable state of bacteria to 
phagocytosis and to serological immunity have not 
as yet been studied. A large number of problems 
immediately arise from this dual type of existence. 

The author’s summary and conclusions are as 
follows: 

1. The isolation of a filter-passing diplococcus 
from the blood of certain cases of influenza by means 
of a special culture medium is described. The ex- 
perimental effects of this organism, while in the 
filterable state, upon rabbits is discussed. 


Fig. 4. Bacillus typhosus after forty-eight hours’ growth 
in K medium. Dark-field illumination showing granules. 


Fig. 5. Leptospira icteroides. Two weeks in K medium. 
Granulation complete. Organism filterable. Dark-field 
illumination. 


2. A procedure is formulated for inducing at will 
both a filterable and a non-filterable state in bac- 


teria. Mention is made of a series of experiments 
in which both the filterable and the non-filterable 
state have been thus induced in a series of well- 
known bacteria representing a variety of types. 

3. It is postulated that a majority, if not all, 
known bacteria exist in a filterable and a non- 
filterable state. 

4. A preliminary report of the isolation of mi- 
crobes in the blood not only in cases of influenza, 
but also in cases of common cold, rheumatic fever, 
arthritis, from staphylococcus bacteriophage and 
Besredka’s staphylococcus antivirus is presented in 
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evidence of the universal application of the pro- 
cedure. 

5. An explanation of the chemical basis for the 
existence of bacteria in both the filterable and the 
non-filterable state, in the animal and human body 
and in cultures is proffered. 

6. The relation of this chemical concept to mi- 
crobic infection and the state of microbes in the 
body during infection is discussed. 

Henry I. StuBBLEFIELD, M.D. 


EXPERIMENTAL SURGERY 


Kubfnyi, E.: Evaluation of the Principles of Tis- 
sue Culture in Practical Surgery (Die Ver- 
wertung der Prinzipien der Gewebezuechtung in 
der praktischen Chirurgie). Orvosi hetil., 1930, ii, 
1134. 

Tissue culture is dependent upon three factors: (1) 
the medium, (2) the temperature, and (3) an un- 
known thermolabile factor present in embryonal 
extracts which cannot yet be isolated and has been 
designated by Carrel as “trephone.”’ 

The action of the embryonal extracts which is in- 
dependent of the species (heterogenic) was demon- 
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The findings are 


strated in three experiments. 
shown by photomicrographs. 

It was found that the heart muscle of the human 
embryo develops as well in chicken plasma with 
extract of the chicken embryo as in human plasma 
with extract of the human embryo. In tissue re- 
generation in vivo conditions are similar except that 
the leucocytes provide the irritating substance 
(trephone). Leucocyte extracts contain small 
amounts of trephone. 

Clinical experiments were made with gauze satu- 
rated with chicken-embryo extract in cases with 
chronically delayed formation of granulations or 
with large cavities which had to be filled with granu- 
lations rapidly. At the end of ten days biopsy showed 
fresh granulations well supplied with blood, and 
macroscopic examination of the wound showed that 
it had diminished in size. 

The chicken-embryo extract was prepared from 
embryos removed from eggs that had lain in the 
thermostat for from eight to ten days with precau- 
tions to keep them sterile. These embryos were 
worked up into a homogeneous pulp and centrif 
ugalized, the thick mucous fluid then being taken 
off with a pipette. FELDMANN (Z 
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